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Transfer your patients 
easier, safer on 


HAU S'‘'I' HD 
Easy Lift’ 
Wheel Stretchers! 


Now all your patient transfers can 
be made quickly, safely and without 
strain on patients or staff, with 
Hausted ‘“‘Easy-Lift’’ Wheel Stretchers. 


2. TILT PATIENT TO BE 


Thousands of Hausted “Easy-Lift’’ Stretchers 

are in daily use in hospitals all over 

the world. They are engineered 

for years of hard service. With available 
-f accessories, the ‘‘Easy-Lift’’ provides 

the ultimate in patient care for 

Emergency and Recovery use. 


For complete data on all Hausted 


Wheel Stretchers, write 


THE 


Fi AW 
MANUFACTURING COMPANY 
Medina, Ohio 
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MOVE PATIENT OVER BED 


With Hausted ‘‘Easy-Lift’’ stretcher 
one small nurse can transfer a 300-pound 
patient by the easy turn of a crank. © 


Hausted ‘‘Easy-Lift’’ with the exclusive 
Two-Way Slide and Tilt feature will: 


1. Move Patient over Bed 


2. Tilt Litter so It Locks 
into Mattress 


3. Transfer Patient to Bed 
without Disturbance 


3. PLACE PATIENT ON BED SAFELY 
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SURGILAR 


Sterile Pack Surgical Gut 
Standard Lengths « ATRAUMATIC® Needles 


Cuts preparation time 332%’ 
no more awkward tubes or reels ... simple technic frees nurses 
for other duties. i 


Ends broken glass hazards 


no nicked sutures ...no glass slivers...no punctured gloves... 
nonirritating jar solution—all important contributions to 
better patient care. 


Delivers stronger, more flexible sutures 


no kinks or weak spots from tight reel winding .. . less handling 
required ...may be removed from envelopes as needed to prevent 
drying out ... needle points and cutting edges are better protected. 


Saves money’ 
fewer sutures damaged or opened unnecessarily .. . 30% less glove 
damage... takes half the storage space... costs no more than tubes! 


1. Alexander, Edythe L.: Mod. Hosp.,.May, 1957. 


MORE THAN 1,500 HOSPITALS HAVE ALREADY SWITCHED TO SURGILAR 


Steriie Surgice! Gut, 


NEW! Spiral Wound Gut 
now available in SURGILAR pack! 


Write for new product catalog. | 
SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY. DANBURY, CONNECTICUT 


< PRODUCERS OF DAVIS & GECK SUTURES 
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Villy 


QUALITY / RESEARCH /INTEGRITY 


olve resistance problems with 


‘Erythromycin Lilly) 


...in the common bacterial infections 


| Most strains of common pathogenic organisms are more 
| susceptible to ‘Ilotycin’ than to any other widely used 
broad-spectrum antibiotic. Also, its bactericidal action is 


especially valuable in hospitals, where cross infections 
‘Ilotycin’ is available in : 
a wide of forms— pose a particular problem. Allergic reactions following 
tablets, pediatric suspen- ‘llotycin’ therapy are rare; complications such as staphylo- 
tick. and I.V. coccus enteritis or avitaminosis have not been reported 
ampoules. in the literature. 


732030 


FLI LILLY AND COMPANY 6G. INDIANA... U.S.A. 
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The administrative and medical aspects of controlling the spread of infection 
within the hospital are thoroughly reviewed and examined in a symposium begin- 
ning on page 47. Cover photograph of the symposium participants by Robert M. 
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Now! Inhalation Therapy on Wheels! 


> 


TO HYDRATE THE RESPIRATORY TRACT, or to prevent 
dehydration, the AIR-SHIELDS HYDROJETTE" may be 
rolled quietly to any bed in the hospital. No need to 
move the patient. No need for a costly permanent 
vapor installation. The HYDROJETTE is powered by 
an AIR-SHIELDS diaphragm-type compressor which 
provides filtered, oil-free air to the atomizer, to cre- 
ate a fine, dense fog, at the bedside, without mask 
or tubes. 


INDICATIONS: During administration of oxygen with 
nasal catheter, after anesthesia, post-tracheotomy, 
post-tonsillectomy, and in croup, asthmatic dyspnea, — 
bronchitis, laryngotracheobronchitis. | 


The ArrR-SHIELDS HYDROJETTE is equally valuable as 
an aspirator, cannot rust or “‘freeze’’ from condensed 
or aspirated moisture, and is unconditionally guaran- 
teed for 1 year. Write for folder, or call OSborne 
5-5200 (Hatboro, Pa.)—we’ll pay the charges. 


Hydroje tte 


mobile, self-powered humidifier-aspirator 
for inhalation therapy or suction 


AIR-SHIELDS., INC / 


HATBORO, PA. 
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matchless fit... 


_ Extra fullness at base of thumb allows full hand closure without 


DIVISION OF BECTON, DICKINSON AND COMPANY Cazmtom, Ohio 
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| 
and unmatched comfort 
wf 
Curved fingers permit natural, tension-free manipulation. 
binding. 
Color bands on cuffs allow quick and easy size identification and sorting. 
SURGEONS GLOVES 
A 
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AS SOON AS DETERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 


ARE ELECTED, 


NATIONAL HOSPITAL ASSOCIATIONS 


(THROUGH MAY 1958) 


American Hospital Association 
Annual Convention — September 30- 
October 3; Atlantic City, N. J. (Hotel 
Traymore; Convention Hall) 
American Protestant Hospital Association 
— February 11-14; Chicago (Morri- 
son Hotel) 


SHOULD BE MAILED TO DEPT. AH, 18 E. DIVISION, CHICAGO 10 


REGIONAL MEETINGS 


(THROUGH MAY 1958) 


Maryland-District of Columbia-Delaware 
Hospital Association—November 6-8; 
Washington, D. C. (Shoreham Hotel) 


New England Hospital Assembly—March 


24-26; Boston (Statler Hotel) 
Southeastern Hospital Conference—May 

14-16; Miami Beach, Fla. (Hotel 

Fontainebleau ) 


SPECIAL FORMULA FOR HOSPITAL USE —_ 


INSTRUMENT 
CLEANER 
INSTRUMENTS + CATHETERS * 5 made by an 
* TUBING LABORATORY 


RETR 


wec «x 


NET WeiGur: s POUNDS . 


"US, 
* De 
EDWARD WECK & CO., INC. 135 


ice as Far! | 


Y2 ©2.~insteg 
d 
Ons of mak 
@ Removes clotted blood and actual solution, This 
clean e enough to 


other contamination rapidly. instruments needed ents the 

strument sep entire 
Ont set costs | 

with this “miracle 


@ Cleans effectively even in the 
hardest water. 


@ Wets, penetrates, dislodges and 


A PRICES can $5.30 
emulsifies all soils rapidly. PER 5 LB. iki, Seni 
@ Dissolves rapidly in warm water. CAN WITH 6 cans 4.80 each 
MEASURING 12 cans 4.60 each 
@ Does not produce foam SPOON: 36 cans 4.40 each 


which would interfere with 
mechanical washing. 


FREE SAMPLE! simply mail a post- 
card marked “Free Sample of Weck 
Cleaner” with your name and address. 
With the generous sample you will re- 
ceive complete instructions on the most 
effective way—the WECK way—to clean 
surgical instruments, catheters, syringes, 
rubber gloves, tubing, laboratory glass- 
ware, etc. 


@ Does not corrode metal 
or etch glass. 


@ Completely safe to use. Does not 
contain free caustic. No more 
alkaline than a neutral soap. 


67 Years of Knowing How 


WECK EDWARD WECK & CO., INC. 135 Johnson St., Brooklyn 1, N.Y. 


MANUFACTURERS OF SURGICAL INSTRUMENTS ¢ HOSPITAL SUPPLIES © INSTRUMENT REPAIRING 


STATE AND PROVINCIAL MEETINGS 


(THROUGH NOVEMBER 1957) 


Colorado Hospital Association—October 
10-11; Glenwood Springs (Hotel 
Denver) 

Michigan Hospital Association—June 2] - 
22; Mackinac Island (Grand Hotel) 

Mississippi Hospital Association—Octo- 
ber 9-11; Biloxi (Hotel Buena Vista) 

Montana Hospital Association—October 
8-10; Billings (Northern Hotel) 

Comite Des Hopitaux Du Quebec—June 
24-26; Montreal (Montreal Show Mart 
Inc.) 

West Virginia Hospital Association — 
August 1-3; White Sulphur Springs 
(Green Briar Hotel) 


AHA INSTITUTES 


(THROUGH NOVEMBER 1957) 


Hospital Dentistry Institute — June |7- 
19; Washington, D.C. (Willard Hotel) 

Nursing Service Administration Institute 
—June 17-21; Ottawa, Canada (Cha- 
teau Laurier) 

Hospital Public Relations Institute—June 
24-27; Boston (Sheraton Plaza Hotel) 

Hospital Pharmacy Institute ——- June 24- 
28; Seattle (University of Washing- 
ton) 

Workshop for Developing the Skills of 
Supervision — June 24-28; Chicago 
(Edgewater Beach Hotel) . 

Disaster Planning—June 26-28; Chicago 
(Shoreland Hotel) 

Dietary Department Administration —— 
August 5-9; Los Angeles (Ambassador 
Hotel ) 

Hospital Pharmacy—August | 9-23; Chi- 
cago (University of Chicago) 

(Nursing) Department Insti- 
tute — September 23-26; New York 
City (Sheraton-McAlpin Hotel) 

Operating Room Administration — Octo- 
ber 7-10; Kansas City, Mo. (President 
Hotel) 

Insurance for Hospitals—-October 9-11; 
Hartford, Conn. (Statler Hotel) | 
Methods Improvement Workshop—Octo- 
ber 14-18; Augusta, Ga. (Bon-Air 

Hotel) 

Medical Record Library Personnel—Octo- 
ber 21-23; Albuquerque, N. Mex. 
(Hilton Hotel) 

Disaster Planning—October 30-Novem- 
ber 1; Jacksonville, Fla. (George 
Washington Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute —- October 28- | 
November 1; Riverside, Calif. (Mission 
Inn) 

Hospital Auxiliary Leadership—Novem- 
ber 4-5; Hartford, Conn. (Statler 
Hotel) 

Hospital Organization Planning Work- 
shop — November 4-8; Los Angeles 
(Ambassador Hotel) 

Physical Therapy—November 4-8; Bos- 
ton (Somerset Hotel) 

Housekeeping—November 11-15; Tor- 
‘onto, Canada (King Edward Hotel) 

Nursing Service Administrati Novem- 
ber 11-15; Honolulu, Hawaii (Prin- 
cess Kaiulani) 

(Continued on page 114) 
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A BETTER TECHNIQUE, 
FOR PATIENT UTENSILS.| 


of 


THE 


The American Utensil Washer-Sanitizer provides efficient equiss 
to carry out an improved technique in preventing the transfer of sees cH Cee eee 
communicable diseases among patients and hospital personnel. a 3S ie 
Convenient and automatic, it washes and sanitizes three full sets of SSS 
patients’ utensils in two loads... at a speed well within the “SAS 
normal discharge-and-admission rate. Simple and economical 
to install and operate, the Washer-Sanitizer saves personnel time, a ; : 
reduces Utility Room clutter and assures uniform cleaning & 
and sanitizing at less cost. | as 

For complete information on this new Utensil Technique, x ae 


write for bulletin SC-321. 
STE R | F R as the 


ERIE*PENNSYLVANIA 
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Equipment tag board 
provides inventory promptly 


Mercy Hospital, Sacramento, 
Calif., has recently found an equip- 
ment tag board to be helpful in 
quickly providing central service 
personnel with an inventory of 
equipment available and in use. In 
the April 1957 issue of the Ameri- 
can Journal of Nursing, Florence 
E. Bennetts, R.N., reports that be- 
fore Mercy Hospital used this tag 
‘board, it was necessary to check 
many requisitions when equipment 
was needed in an emergency. 

This tag board, which is made of 
plywood and stained in natural 
color, lists the names of the various 
kinds of equipment down the left 
side of the board under the head- 
ing, central service. The other 
headings—number of each unit 
or floor, miscellaneous and out for 
repair—are printed across the top 
of the board. Right-angle drapery 
hooks are inserted on the left-hand 
side of the board, opposite the list- 
ing. Other hooks are inserted in the 
columns under the headings and 
opposite the listing. 

Each piece of equipment is num- 
bered consecutively. The name of 
the equipment and the correspond- 
ing number is marked on one side 
of a round tag and the patients 
room number or department on 


the other side. All the tags for each. 


kind of equipment are placed on 
‘the hooks to the left of the listing. 
When equipment is taken from the 
central service department, the tag 
with the corresponding number is 
transferred to the hook under the 
appropriate floor or department 
heading. When the equipment is 
returned, the tag is then placed in 
its original position on the board. ® 


New ways to improve 
patient safety, satisfaction 


Middlesex Memorial Hospital, 
Middletown, Conn., recently intro- 
duced two more tools for improv- 
ing patient safety and satisfaction. 


An orderly who daily transports 
patients in wheel chairs received a 
cash award for his suggestion box 
entry on the use of airplane-type 
safety belts for wheel chairs. 

There has been greater patient 
satisfaction and fewer patients get- 
ting “flustered”’ at the time of ad- 
mission since the hospital intro- 
duced its information cards to 
incoming patients. These cards fa- 
cilitate the admitting process and 
keep the patient interested while 
he is waiting for the admitting 
clerk. A member of the hospital’s 
board of directors suggested the 
use of these cards. 

One side of the card includes a 
series of bar-graphs depicting the 
growth of the hospital from 1905 
to date and a statement to the ef- 
fect that the hospital is fully ac- 
credited by the Joint Commission 
on Accreditation of Hospitals. On 
the reverse side there is a series of 
12 questions to secure the neces- 
sary information about the patient 
for the admitting office files.— 
HOWARD S. PFIRMAN, administra- 
tor, Middlesex Memorial Hospital, 
Middletown, Conn. * 


Workshops help employees 
to become better salesmen 


To give hospital employees in 
California an opportunity to ex- 
change information that might en- 
able them to become better public 
relations agents for their hospitals, 
the Hospital Council of Southern 
California and later the California 
Hospital Association sponsored 12 
public relations workshops 
throughout the state last year. 
More than 500 persons participated 
in these conferences. 


Each of the conferences featured — 


Be d Boards 
Bennett Valves 3 
FCommode 


a discussion. of employment prac- 
tices and orientation programs. At 
every institute it was agreed that 
tours of the hospital were neces- 
sary to give the new employee a 
comprehensive overview of hospi- 
tal organization and facilities. All 
conference participants agreed on 
the importance of written person- 
nel policy manuals for adequate 
orientation of the employee. 

It was generally agreed that 
meetings of department heads, and 
within departments were impor- 
tant media for developing good 


‘-hospital-employee public relations. 


They felt that these meetings were 
an excellent opportunity for solv- 
ing problems and for keeping all 
informed. 

Many of the hospital employees 
favored hospital newspapers, an- 
nual reports and bulletin boards 
for disseminating information. 
Suggestion boxes and procedure 
manuals were considered valuable. 

Most of all, the participants in 
these conferences called upon their 
administrative staffs to make them 
aware of: 

How the hospital functions, ad- 
ministratively and professionally. 

Activities of the governing 
board. 

Services that the hospital pro- 
vides to the community. 

Source of the hospital’s income 
and how it is spent. 

Future plans of the hospital. 

Current statistics on hospital in- 
come, bed occupancy, etc. 

With this knowledge, the con- 
ference participants felt that they 
could, and would be more effec- 
tive salesmen for their hospitals.— 
Mrs. VERNA DULL, public relations 
assistant, Pomona Valley Com- 
munity Hospital, Pomona, Calif. ® 


HOSPITALS, J.A.H.A. 


| 
| 


NEW! for patients all ages 


prevents and relieves skin discomforts 


for Baby and 
all the Family 


i 


* CONTAINS HEXACHLOROPHENE 0.25 PER CENT AND 
PARA-CHLORO-META-XYLENOL 0.25 PER CENT. 


JUNE 16, 1957, VOL. 31 


aids healing 


Superior Antibacterial Action* 


Zones of Growth Inhibition —Agar Plate Tests 
(Zone sizes in millimeters) 


JOHNSON'S | MEDICATED | MEDICATED 
bine MEDICATED | powDER A | POWDER B 
POWDER 
Proteus vulgaris 5.0 0.0 0.0 
Micrococcus pyogenes 
var. albus 6.5 0.0 0.0 
Micrococcus pyogenes | 
var. albus hemolyticus 5.5 0.0 
Micrococcus pyogenes 
var. aureuS 
hemolyticus 55 0.0 0.0 
Micrococcus pyogenes 
var. aureus (Wellcome 
strain CN491) 6.5 0.0 0.0 
Alcaligenes faecalis 10.0 0.0 (3.0) TF 


T PARTIAL GROWTH INHIBITION 


antibacterial: twofold antiseptic action curbs primary 
infections, helps prevent secondary infections. 


anti-urease: specific inhibition of the enzyme urease 
plus action against urease-producing bacteria checks 
formation of ammonia...prevents diaper rash and am- 
moniacal dermatitis. 


superior absorption: two highly effective moisture ab- 
sorbents help keep skin cool and dry...combat macera- 
tion, chafing and irritation. 


JOHNSON’S MEDICATED POWDER provides unexcelled 
dry lubrication as well as effective deodorizing action. 


It is ideal for sensitive skin—completely safe for babies . 


and children. 


03057 


New Jersey 
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Automation doubles laundry capacity 
at The Springfield Hospital 
No increase in floor space —280 man hours saved per week 


Automation—Key to high production, labor-saving laundry department at The Springfield Hospital, 
Springfield, Mass. American-equipped Automatic Washroom and Mechanized Flatwork Finishing 
Department have doubled the laundry’s capacity, cut supply costs 20% and reduced the labor force 
by 7 operators! 

See how automation will increase the efficiency and productivity of your laundry department. Your 
nearby American Man from the Factory has all the information. Call him today, or write for Catalog 
AI 321-002. 


Automatic Washroom , | 
Sixteen tons of work are processed every week in The Springfield Hospital’s high-production Automatic 


Washroom. Now, Cascade Unloading Washers with Full-Automatic Controls perform. all phases of 
washing cycle without operator attention! Pushbutton unloading automatically empties washed work 
directly into Notrux Extractor containers. Electric hoist and overhead trolley quickly convey containers 
to and from high-speed Notrux Extractors. Back-breaking manual chores have been completely 


eliminated in this up-to-the-minute laundry operation. 


The American Laundry Machinery Company, Cincinnati 12, Ohio 
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Single-lroner Mechanized Flatwork Department 
Single-ironer flatwork finishing department at The Springfield Hospital is completely mechanized for 


top-speed production, fast return of linens to service. Work is conditioned, conveyed, ironed and folded 


automatically! American automatic equipment saves labor and handling, reduces operator fatigue 


and greatly improves employee morale. 


| 


Extracted work is conveyed automatically into and 
from Rotaire Conditioning Tumbler! Manual 
shakeout is eliminated, both large and small pieces 
flow to ironer continuously, perfectly heat-and- 
moisture-conditioned for fine quality finishing at 
high speeds. 


Sheets and other large pieces from Rotaire 
Tumbler are delivered to ironer feeders at rates of 
more than 700 per hour by high-speed Sager 
Spreader. All large linens are opened and smoothed 
for fast, easy feeding, travel in full view of oper- 
ator for thorough inspection. Conditioned small 
pieces are conveyed directly to ironer feeders. 


Both large and small pieces are automatically 
folded directly from ironer by Trumatic Folder. 
Automatic measuring device guarantees a neat, 
even edge on every folded piece. Transfer back 
and forth from single lane (for large pieces) to two 
lane (for small pieces) is automatic. 
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GOING? 


AMERICAN | 
| HOSPITAL ASSN. 
CONVENTION 


Atlantic City 
Sept. 30-Oct. 3 


FLY 


on United. Best way to travel— 
fast and comfortable. Best 
way to arrive—relaxed and 
ready. Best way to return 
—leave later, have more time 
(and fun) at the convention. 
United links 80 cities coast to 
coast... offers schedules 
around the clock and fares that 
go easy on the budget — 
including an economical 
half-fare family plan ( United 
believes husbands like to 

take their wives along to 
conventions). For information 
and reservations, call United 

or an authorized travel 

agent. When you go, 


FLY UNITED 


AIR LINES 


introducing the autiohs 


How we keep our rules 
and regulations current 


by A. A. Gavazzi 


“ae A. Gavazzi is special assistant 
at the Veterans Administration 
Center, Kecoughtan, Va. Prior to 
entering the 
hospital field in 
1950, Mr. Gav- 


the Armed 
Forces in the 
Aleutians and 
in Europe. He 
holds the rank 
of captain in the 
Medical Service 
Corps, Army 
Reserves. 

Mr. Gavazzi completed his grad- 


MR. GAVAZZI 


uate and undergraduate work at. 


Columbia University, where he re- 
ceived his B.S. degree in personnel 
administration and his master’s 
degree in hospital administration. 
He served his administrative resi- 
dency at the Veterans, Administra- 
tion Hospital, Bronx, N. Y., and at 
Beth-Israel Hospital, New York 
City. He also attended Stanford 
University. 

A nominee in the American Col- 
lege of Hospital Administrators, 
Mr. Gavazzi is a member of the 
American Hospital Association and 
the Tidewater (Va.) Hospital 
Council. 

The role of films 
in health education 


by Katheryn E. Langwill, Ph.D. 


Katheryn E. Langwill, Ph.D., is 
director of health education at 
Lankenau Hospital, Philadelphia. 
Miss Langwill 
joined the hos- 
-pital’s staff in 
1953, after serv- 
ing as professor 
of nutrition in 
the College of 
Home Eco- 
nomics, Drexel 
Institute of 
Technology, 
Philadelphia. 

Miss Langwill 
completed her undergraduate work 
at Simmons College, Boston, where 
she majored in chemistry. 


MISS LANGWILL 


azzi served with. 


Research and _ control work, 
chiefly on food colloids, occupied - 
her attention until she resigned 
to devote her full time to graduate 
study at Columbia University. She 
received her Ph.D. degree in nutri- 
tion from the University. She is 
a recipient of a research fellowship 
from the Nutrition Foundation. 

Miss Langwill is author or co- 
author of more than 40 technical 
and semitechnical articles and two 
books on confections. 


South Carolina hospitals switched 
to standard billing forms 


by Ray Everett 


Ray Everett is assistant adminis- 
trator of Roper Hospital, Charles- 
ton, S. C. Mr. Everett joined the 
hospital’s staff 
in June 1950, 
after he did. 
graduate work . 
towards a mas- 
ter’s degree-in 
business ad- 
ministration at 
the Wharton 
School of Fi- 
nance and Com- 
merce. He re- 
ceived his B.S. 
degree in business administration 
from the Military College of South 
Carolina. 

A former member of the board 
of directors of the American Asso- 
ciation of Hospital Accountants, 
Mr. Everett is currently serving as 
second vice president of the asso-. 
ciation. He is also a member of 
the advisory council and a past 
president of the association’s South 
Carolina chapter. At present he is 
also serving as a member of the 
board of trustees and chairman of 
the Council on Prepayment Plans 
and Hospital Reimbursement of the 
South Carolina Hospital Associa- 
tion. The council’s activities have 
been primarily directed toward. 
standardizing hospital accounting 
and obtaining more equitable con- 
tracts from third-party agencies in 
South Carolina. 

Mr. Everett is a member of the 
South Carolina Hospital Associa- 
tion and Beta Alpha Psi, account- 
ing fraternity. 


MR. EVERETT 
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Su 
Glove Research 

Solves Most 
Allergy Problems 


ROLLPRUF® Neoprene Surgical Gloves...soft’ 
textured green neoprene gloves developed espe- 
cially for persons allergic to the dermatitis-causing 
elements sometimes found in natural rubber. 


Featuring the same.exclusive flat band beadless 
wrists that won’t roll down during surgery... 
preferred by surgeons who specify... ROLLPRUF® 
Latex Surgical Gloves. 


Both available from leading surgical supply houses. 


349 Tiffin Road «+ Willard, Ohio to prevent Ozone 
cracking that Shortens 


the fife of many 
Pioneers in Hand Protection for over 35 Years rubber products. 
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in 1.8 minutes, doctor, 
you can check the record of 


In the Treatment of Hand Dermatitis 
Revlon research scientists developed Silicare specifically to counteract 
skin exposure to irritants and to provide desired prophylactic functions. 


LeVan and associates* tabulated the results of 147 cases of hand der- 
matitis after treatment with Silicare for several months. 


No. of complete partial no 

patients healing healing healing 
Housewife 33 2 
Kitchen employee 21 18 3 = 
Profession housecleaner 19 15 3 1 
Silicare Formula Laundry worker 13 12 q om 
Silicone — water repellent Nurse and aide 23 17 5 1 
Hexachlorophene — bactericide Seamstress 3 1 2 _ 
Camphor-Menthol — antipruritic Laboratory technician 4 3 1 oes 
Glyoxyl — diureide — healing agent Miscellaneous | 26 22 3 1 
147 121 21 5 


You can safely recommend Silicare as it helps heal and protect the 
hands from further irritation despite continued exposure to the same 
causative agents. The acceptance of Silicare is further 
enhanced by its smooth, non-greasy consistency and its 
pleasant fragrance. 


MEDICATES 


In practice, doctor, where your own hands are subjected ~ Silicare | 


to frequent scrubbing, you will find that Silicare gives 
the desired protection yet leaves no sticky film to impair 
your manual dexterity. 


*LeVan, P., Sternberg, T. H. & Newcomer, V. D. California Medi- Z 
cine 81:210, 1954 


ge 


REVLON PHARMACAL DIV. 
DEPT. H6 

745 Fifth Ave., New York 22,N.Y. 
Please send me a reprint of the 


article and a professional package 
of Medicated Silicaire. 


Name 


Hospital! 
Dept 

Address 
City 


Revlon PHARMACAL DIVISION °¢ 745 Fifth Avenue * New York 22, N. Y. 
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and now! 


from the laboratories of Revlon Pharmacal: 


PHARMACAL DIVISION 


MEDICATED 


baby Silicare Lotion 


for the prevention of 


“Diaper Rash” and Dermatoses in infants 


Medicated Baby Silicare Lotion has proved its efficacy 

in preventing cases of “diaper rash”, intertrigo, 

napkin area erythema with mild papulo-vesicular eruptions, 
atopic eczema, contact dermatitis and bed sores. 


In 577 cases* of newborns and infants up to 

eighteen months, Medicated Baby Silicare Lotion 

was used with excellent results. Through the many tests 

in institutions and at home it provided the desired protection 
and comfort in 96.5% of the cases under observation. — 


Medicated Baby Silicare Lotion is so gentle that it is used 
almost from the moment of birth as a cleansing and 
protective lotion. Mothers and nurses like its pleasant 


“feel”; it is cosmetically acceptable. 


Since napkin dermatitis (“diaper rash”) together with 
other types of dermatoses have been a problem to infants, 
mothers, and physicians for generations, Revlon developed 
Medicated Baby Silicare Lotion to thoroughly cleanse and 
protect the infant’s skin. It is a prophylactic agent 
combining the moisture-repelling and bactericidal qualities 
so essential in prevention of dermatological conditions. 
Baby Silicare is a combination | 
of dimethyl polysil (silicone) 


and hexachlorophene in an 
ethanolamine stearate lotion. 


745 Fifth Ave., New York, N. Y. 
*Archives of Pediatrics 73:4 April 1956. 


REVLON PHARMACAL DIV., DEPT. H-6 
745 Fifth Ave., New York 22, N.Y. 


Please send me a reprint of the article and a profes- 
sional package of Medicated Baby Silicare Lotion. 


Name 
Hospital 

Address 
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What's the way 


CUT LABOR COST OF MAINTENANCE BY AS MUCH AS 50% 


KEEP CONDUCTIVE FLOORS... CONDUCTIVE? 


SANITATION 


There is a man who knows the answer to these 
questions, and any others you may have regarding 
your hospital sanitation and maintenance program. 
He’s your Huntington Representative. 


The Man Behind the Drum! 


Write for his name, today. 
He’s at your service, without cost. 


PRODUCTS 


HUNTINGTON LABORATORIES 


INCORPORATED 


Huntington, Indiana eee. Philadelphia 35, Pennsylvania ° ¢ Toronto 2, Ontario 


HOSPITALS, J.A.H.A. 


6 | — 
| 
j 
MAINTAIN SANITARY CONDITIONS IN CORRIDORS? 
* 
Y 
7 
> 


> NATIONAL, REGIONAL HOSPITAL ASSO- 
CIATIONS MEET—A management con- 
sultant speaking at the Catholic 
Hospital Association convention 
said that hospitals should fully 
utilize their available personnel as 
a means toward holding down hos- 
pital costs. (Details p. 100.) 

@ Rev. Granger Westberg, in an 
Upper Midwest Hospital Confer- 
ence session, said that hospitals 


should make internships and resi-. 


dencies available for theological 
students who want to become hos- 
pital chaplains. (Details p. 103.) 

@ Ray E. Brown, addressing the 
Middle Atlantic Hospital Assembly, 
said that the problem of how to 
provide prepaid health care for the 
aged is the greatest one facing 
the prepaid health insurance field. 
(Details p. 102.) 


}» AMA ADOPTS NEW CODE OF ETHICS— 
Details of the American Medical 
Association convention, p. 18. 


> REPORT FROM WASHINGTON— During 
debate on the Department of 
Defense appropriations budget a 
House committee recommended 
that the ‘“‘medicare’”’ act be amended 
so that civilians will not be per- 
mitted to receive treatment in ci- 
vilian hospitals if military hospital 
facilities in the area are able to 
accommodate them. (Details p. 97.) 


@ The Senate has passed a fed- 


eral housing bill which incorpo- 
rates an American Hospital Asso- 
ciation suggestion providing $25 
million in loan funds for housing 
nurses and interns studying at hos- 
pitals. The bill now goes to a joint 
House-Senate committee. 

@ A liberalized formula of ven- 
dor payments for ‘medical services 
given to persons receiving public 
assistance payments under the so- 
cial security law was approved by 
the House. 

® Four categories of public as- 
sistance recipients will be eligible 
after July 1 to receive medical care 
paid for in part by special federal 
funds. (Details p. 99.) 


* DISASTERS STRIKE MIDWESTERN COM- 


MUNITIES—Food poisoning struck - 


more than 80 persons attending a 
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picnic near Libertyville, Ill., on 
May 30. Victims were given treat- 
ment at three nearby hospitals. 

® Bonne Terre (Mo.) Hospital 
was one of several hospitals whose 
operations were disrupted by re- 
cent midwestern tornadoes. 

® Following the recent Warren- 
ton, Mo., nursing home fire in 
which 71 persons died, the state 
government adopted new rules and 
regulations regarding safety in 
Missouri’s nursing and domiciliary 
homes.: (Details p. 106.) 


> CANADIAN ASSOCIATION APPROVES 
OWN ACCREDITATION PROGRAM — 
Delegates to the 14th biennial 
Canadian Hospital Association 
convention approved a_ hospital 
accreditation program to be gov- 
erned by. Canadians. The conven- 
tion took place in Saskatoon, Sas- 
katchewan, May 27-June 1. 

The program, which has been 
under consideration since 1950, 
was approved by 27 of the 35 
voting delegates. Alberta delegates 
expressed the opinion that mem- 
bership on such a commission 
should be confined primarily to 
hospital personnel. 

At the convention, Dr. J. Gilbert 
Turner, outgoing association presi- 
dent and executive director of 
Royal Victoria Hospital, Montreal, 
discussed the Hospital and Diag- 
nostic Services Act, which was 
passed on April 10. 

Dr. Turner said that ‘“‘the aim. of 
the act is to make available to every 
resident of the participating prov- 
ince inpatient care at the standard 
or public ward level with certain 
exclusions and outpatient services 
excluding drugs. 

‘“Exelusions of inpatient care 
are: a tuberculosis hospital or 


sanatorium; a hospital or institu- 


tion for the mentally ill; and a 
nursing home, a home for the aged, 


an infirmary or other institution 
the purpose of which is the pro- 
vision of custodial care. The act 
does not mention specifically the 
hospital for the chronically ill or 
the convalescent hospital. With re- 
gard to costs, the act does exclude 
capital costs, capital debt and capi- 
tal interest, prior debt and interest, 
and depreciation.” 

In discussing the program, Dr. 
Turner said that the plan is not 
national health insurance, but 
rather a federal-provincial plan 
for prepaid hospital care sponsored 
by the federal government. 

“The act,” he said, “covers hos- 
pitalization and outpatient services 
but not doctors’ bills save in the 
case of diagnostic procedures; in 
other words it is not a compre- 
hensive plan.” 

Referring to hospital auxiliaries, 
in another part of his address, Dr. 
Turner said “insofar as we have 
opportunities for them, we should 
show the volunteer the job and 
how to do it, we should make the 
volunteers welcome and we should 
make them feel proud to be mem- 
bers of the hospital family.” 

The association voted to: 

@ Request the dominion govern- 
ment to continue grants for con- 
struction and to increase such 
grants. 

@® Request that construction 
grants be broadened to allow con- 
struction of ancillary facilities and 
modern residences for interns and 
residents. 

@® Ask the dominion government 
to reconsider the deletion of pay- 
ments of interest for capital 
expenditure and depreciation in 
reference to the Hospital and Di- 
agnostic Services Act. 

Dr. D. F. W. Porter, Bathhurst, 
New Brunswick, was elected presi- 
dent for the next two years and 
Dr. Turner was elected treasurer. 


Worth Quoting 


* , . All physicians must realize that the hospital has evolved 
from its original state, as a place for isolation and domiciliary care 
and a werkeney for physicians into a symbol of service to the com- 
munity. . —Dr. Dwight H. Murray, immediate past - president, 
American Medical Association, addressing the Washington State Med- 
ical Association, Seattle, September 1956. 


a 


special report: AMA adopts revised code 


Rejecting appeals for spelled-out 
prohibitions of the “practice of 
medicine by corporations and other 
lay bodies by whatever name 
called,’ the American Medical As- 
sociation has adopted a new set of 
Principles of Medical Ethics. 

But before the House of Delegates 
approved the abbreviated prin- 
ciples at its annual session in New 
York City on June 6, it left no 
doubt of its support of the 1951 
guides which state: 

“A physician should not dispose 

of his professional attainments or 
services to any hospital, corpora- 
tion or lay body by whatever name 
called or however organized under 
terms or conditions which permit 
the sale of the services of that 
physician by such agency for a 
fee.”’ 
-. The proposed revision was first 
voted on in Chicago in June 1956, 
but was held over for decision at 
the Seattle meeting later that year. 
A storm arose over the revision and 
at Seattle the problem was referred 
back to the AMA’s Council on Con- 
stitution and Bylaws. 

In an effort to meet the objec- 
tions raised at that time, the coun- 
cil proposed the following wording 


for Section 6, one of the major 
targets: 

“A physician should not dispose 
of his services under terms or con- 
ditions which (1) interfere with 
or impair the free and complete 
exercise of his independent medi- 
cal judgment and skill, (2) cause 
deterioration of the quality of med- 
ical care, (3) or permit the exploi- 
tation of his services for financial 
profit.” 

The third clause of the section 
was designed to mollify the Seattle 
objectors. As it was finally passed 
by the House, this third clause was 
removed and the section as adopted 
reads: 

“A physician should not dispose 
of his services under terms or con- 
ditions which tend to interfere with 


or impair the free and complete 


exercise of his medical judgment 
and skill or tend to cause a deteri- 
oration of the quality of medical 
care.”’ 


PLEAS FOR MORE, LESS DETAIL 


Ohio and Colorado both intro- 
duced resolutions calling for more 
specificity and there were many 
appeals for such precision during 
the reference committee hearing. 


However, John Lansdale, attor- 
ney for the Cuyahoga (Cleveland) 


~ Medical Society and the Ameri- 


can Society of Anesthesiologists, 
pleaded for. less rather than more 
specificity. He said that, in his opin- 
ion, the ethical principles should 
state that doctors should not permit 
interference with their medical 
judgment and should not permit 
the deterioration of the quality of 
care. 

He said he believed that the cor- 
porate practice of medicine would 
do both of those things but that 
ethical principles should say ‘‘thou 
shalt not sin” and not then detail 
the methods of sinning. 

He and other witnesses attacked 
what they termed attempts at con- 
trol of the practice of medicine by 
hospital administrators and the 
American Hospital Association. Mr. 
Lansdale said that it is “the de- 
termination of hospital administra- 
tors to control the practice of 
medicine—that is the goal of pro- 
fessional hospital administrators. 
They are working night and day 
to accomplish it.” 

One of the proponents of specifi- 
city, Dr. Henry Garland, a Califor- 
nia radiologist, said that the AHA 


The Principles of Medical Ethics 
as adopted by the House of Dele- 
gates of the American Medical As- 
sociation on June 6 are as follows: 

Preamble: These principles are in- 
tended to aid physicians individ- 
ually and collectively in maintain- 
ing a high level of ethical conduct. 
They are not laws but standards 
by which a physician may deter- 
mine the propriety of his conduct 
in his relationship with patients, 
with colleagues, with members of 
allied professions, and with the 
public. 

Section 1—The principal objective 
of the medical profession is to 
render service to humanity with 


TEXT OF NEW PRINCIPLES 


full respect for the dignity of man. 
Physicians should merit the con- 
fidence of patients entrusted to 
their care, rendering to each a 
full measure of service and devo- 
tion. 

Section 2—-Physicians should 
strive continually to improve 
medical knowledge and skill, and 
should make available to their pa- 
tients and colleagues the benefits 
of their professional attainments. 

Section 3—A physician should 
practice a method of healing 


~ founded on a scientific basis; and 


he should not voluntarily associate 
professionally with anyone who 
violates this principle. 


Section 4—The medical profession © 
should safeguard the public and 
itself against physicians deficient 
in moral character or professional 
competence. Physicians should ob- 
serve all laws, uphold the dignity 
and honor of the profession and 
accept its self-imposed disciplines. 
They should expose, without hesi- 
tation, illegal or unethical conduct 
of fellow members of the profes- 
sion. 

Section 5—A physician may choose 
whom he will serve. In an emer- 
gency, however, he should render 
service to the best of his ability. 
Having undertaken the care of a 
patient, he may not neglect him; 


HOSPITALS, J.A.H.A. 


of ethics 


was dedicated to the position that 
it can distribute medical services 
better than the AMA. 

Dr. Vincent Collins, a New York 
anesthesiologist, urged the refer- 
ence committee to recommend a 
principle which contained a state- 
ment that doctors are not permit- 
ted to sell their services and that 
‘“‘we may not permit a hospital to 
sell our services.” 

He said there were 101 ways in 
which the AHA could find ways 
to exploit doctors. 


Dr. Charles P. Larson, of Taco- . 


ma, Wash., speaking for the Amer- 
ican College of Pathology, said “we 
have to stop pussyfooting around” 
and he, too, urged a flat prohibition 
against the sale of physician’s serv- 
ices. 

Another advocate of detail was 
Dr. John Rudolph Schenken, Oma- 
ha, Nebr., pathologist, who said Dr. 
‘Albert W. Snoke, president of the 
- American Hospital Association had 
endorsed local determination of 
this problem. Dr. Schenken argued 
that an ethical principle which 


avoided the use of the word “sale” . 


or “resale’’ would be avoiding the 
issue. 
The reference committee did not 


DR. GUNDERSEN 
DR. GUNNAR GUNDERSEN, La Crosse, Wis., 
newly named president-elect of the American 
Medical Association, is chairman of AMA's 
Board of Trustees and former chairman of the 
Joint Commission on Accreditation of Hospitals. 


accept the arguments of the pro- 
ponents of explicitness but con- 
curred rather with Mr. Lansdale’s 
position that medical ethics which 
rest on economic principles are not 
valid and those which are based 
on the prevention of bad medical 
care are valid. 


CORPORATE MEDICINE ATTACKED 


The committee urged, and the 


House concurred, that the ethics 
should emphasize prevention of 
deterioration of medical standards 
and eliminate economic criteria. 
Its report stressed the committee’s 
agreement with the attacks on cor- 
porate practice of medicine, say- 
ing that “in many of its forms, it 
is indistinguishable in practice and 
effect from socialization of med- 
icine and appears to embody all 
of its evils.” 


There was much conversation 
about another section of the new 
ethics—Section 7. In Seattle, fears 
were expressed that as then writ- 
ten, the principle would prohibit 
the dispensing of drugs and appli- 
ances (like eyeglasses) by doctors 
even if necessary. There was gen- 
eral agreement that the latest re- 
vision met this problem. 

Dr. Isadore Ravdin, chairman of 
the Board of Regents of the Ameri- 
can College of Surgery, plumped 
for sterner language concerning 
fee splitting, saying that Section 
7 still had too many loopholes. 

The reference committee, and 
the house, approved the suggested 
Section 7 without change. 

In another facet of the ethics 
discussion, the House of Delegates 
approved a resolution which gave 
state medical societies the right to 
develop and enforce their own 
ethical principles in their own 
states, so long as they are in har- 
mony with the AMA principles. 

Organized medicine’s dissatisfac- 


OF MEDICAL ETHICS 


and unless he has been discharged 
he may discontinue his services 
only after giving adequate notice. 
He should not solicit patients. 

Section 6—A physician should not 
dispose of his services under terms 
or conditions which tend to inter- 
fere with or impair the free and 
complete exercise of his medical 
judgment and skill, or tend to 
cause a deterioration of the qual- 
ity of medical care. 

Section 7—-In the practice of med- 
icine a physician should limit the 
source of his professional income 
‘to medical services actually ren- 
dered by him, or under his super- 
vision, to his patients. His fee 
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should be commensurate with the 
services rendered and the patient’s 
ability to pay. He should neither 
pay nor receive a commission for 
referral of patients. Drugs, reme- 
dies or appliances may be dis- 


_pensed or supplied by the physi- 


cian provided it is in the best 
interests of the patient. 

Section 8—A physician should seek 
consultation upon request; in 
doubtful or difficult cases; or when- 
ever it appears that the quality of 
medical service may be enhanced 
thereby. 

Section 9—-A physician may not 
reveal the confidences entrusted to 
him in the course of medical at- 


tendance, or the deficiencies he 
may observe in the character of 
patients, unless he is required to 
do so by law or unless it becomes 
necessary in order to protect the 
welfare of the individual or of the 
community. 
Section 10—The honored ideals of 
the medical profession imply that 
the responsibilities of the physi- 
cian extend not only to the indi- 
vidual, but also to society where 
those responsibilities deserve his 
interest and participation in ac- 
tivities which have the purpose of 
improving both the health and the 
well-being of the individual and 
the community. a 
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tion with the United Mine Work- 

ers’ Welfare and Retirement Fund 

boiled over at the June meeting 
of the AMA house. The delegates 
approved a set of guides which 

Dr. Warren Draper, the fund’s ex- 

ecutive medical officer, flatly said 

were not satisfactory to the fund. 

He said that the fund would go to 

court to fight “petty persecutions”’ 

if it were necessary to do so. 

The guides, adopted without dis- 
sent, state in part: 

“1. All persons, including the 
beneficiaries of a third party med- 
ical program such as the UMWA 
fund should have available to 
them good medical care and should 
be free to select their own physi- 
cians from among those willing 
and able to render such service. 

“2. Free choice of physician and 
hospital by the patient should be 
preserved: 

‘‘a. Every physician duly licensed 
by the state to practice medi- 
cine and surgery should be 
assumed at the outset to be 
competent in the field in which 
he claims to be, unless con- 
sidered otherwise by his peers. 

“b. A physician should accept only 
such terms or conditions for 
dispensing his services as will 
insure his free and complete 
exercise of independent med- 
ical judgment and skill, insure 
the quality of medical care, 

and avoid the exploitation of 

his services for financial profit. 

“ec. The medical profession does 
not concede to a third party 
such as UMWA Welfare and 
Retirement Fund in a medical 
care program the prerogative 
of passing judgment on the 
treatment rendered by physi- 
cians, including the necessity 
of hospitalization, length of 
stay and the like. 

“3. A fee-for-service method of 
payment for physicians should be 
maintained, except under unusual 
circumstances. . . 

“4. The qualifieations of physi- 
cians to be on the hospital staffs 
is to be determined solely by local 
hospital staffs and local governing 
boards of hospitals.” 


DRAPER SAYS CHARGES UNNECESSARY 


Dr. Draper contended that the 
beneficiaries and finances of the 
fund “have suffered greatly from 
unnecessary surgery, unnecessary 
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hospital admissions, excessive 
length of stay of hospitalized pa- 
tients, and services of inferior 
quality resulting in duplication of 
treatment and costs at a later 


date.” 


He said appeals to medical groups 
for improvement were of no avail 
so the fund established a require- 
ment that consultation with a spe- 
cialist would be necessary before 
the fund would assume hospitali- 
zation expense. The fund also re- 
stricts its payments for surgery to 
board-certified or similarly qual- 
ified surgeons. 

These steps, he said, have not 
only saved the fund money but 
they have protected the patient. 
He said that “any thoughtful per- 
son in full possession of the facts 
would know that with the invest- 
ment the fund has made in medical 
care for its beneficiaries the pro- 
gram cannot stop; it must go on. 

“Petty persecutions, such as 
those by certain county medical 
societies which endeavor to pre- 
vent the fund from providing med- 
ical care for its beneficiaries by 
denying membership in the county 
medical society to physicians who 
do so, will be settled by legal 
means if other measures fail... 

“Most of the physicians who 
have served the fund desire to 
continue to do so, free from intimi- 
dation by others who, through lack 
of understanding or for selfish rea- 
sons, are constantly pressing for 
destructive measures while care- 
fully avoiding a searching inquiry 
which would reveal the facts in 
toto.” 


SPOTLIGHT ON ACCREDITATION 


Accreditation came in for a little 
attention at the house meeting, 
although not on the order of a 
few years ago. 

California urged more thorough 
examination of hospitals by the 
accreditation surveyors with teams 
going into the hospital. At the ref- 
erence committee hearing, survey 
methods were both praised and 
criticized. The house decided that 


the proposed method would be. 


“expensive and wholly imprac- 
tical’”’ and shelved the notion. 
From California also -came a 
resolution opposing the setting of 
staff meeting requirements by the 
Joint Commission on Accredita- 
tion of Hospitals. This also got 


nowhere, the house promptly dis- 
approving it. 

The house did approve, just as 
promptly, a resolution opposing © 
the compulsory assessment of med- 
ical staff members by hospitals 
during fund-raising drives. 

One proponent, Dr. Maurice 
Hoeltgen of Chicago, said assess- 
ments in one instance had aver- 
aged $10,000 with a high of $30,000. 


Another witness told of a Califor- 


nia plan‘in which quotas were set 
on the basis of the number of 
patients treated by the physician 
in the hospital. The doctor said he 
agreed that it wasn’t a good plan 
but the hospital needed beds and 


this seemed the most equitable 


way of raising money from the 
staff. 


AHA VIEWS GIVEN 


Tol Terrell, president-elect of 
the American Hospital Association, 
told the committee that the AHA 
disapproved of compulsory staff 
assessments. 

The AMA House of Delegates 
agreed that staff membership 
should be on ability to practice 
rather than ability to pay. 

A stern resolution condemning 
insistence on medical society mem- 
bership as a prerequisite to hospi- 
tal staff appointment drew little 
support and was disapproved by 
the house. 

The house shifted its ground on 
internships somewhat by approv- 
ing a report from the Council on 
Medical Education and Hospitals. 
The report proposed approval of 
straight internships of superior 
educational content in medicine, 
surgery, pediatrics and pathology. 


The house did this while once 


again coming out strongly for the 
rotating internship. 

The delegates also: 

® Criticized the full-service pro- 
visions of the “medicare” program, 
arguing that indemnity methods 
were superior.. 

@ Opposed “‘medicare”’ payments 
for the services of residents. 

@® Ordered a study of the feasi- 
bility of developing a uniform sys- 
tem for identification of solutions 
used in hospitals. 

® Reaffirmed AMA opposition to 
compulsory coverage of physicians 


under social security and refused 


to take a nation-wide referendum 
on the subject. 
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_ New note of friendly warmth: Cheerful Cherry 


Banishing “institutional chill” has long been a special quality of 
Simmons hospital furniture. Now there’s an added note of friendli- 
ness: the glowing warmth of Cherrywood grain in mar-resistant 
Textolite chest and table tops. It’s the latest style note in a line 
that’s constantly up-to-date. 


Note, for instance, the bedside chest. It’s the new Simmons 
Slimline design—space-saving, ultramodern, with color combina- 
tions practically unlimited. Like all Simmons hospital furniture, it 
harmonizes agreeably with all the other Simmons pieces in a room. 


Remember this, too: with Simmons furniture, your first cost 
covers long years of cost maintenance, easy care—thanks to welded 
steel construction and finishes that defy wear. 


In the room illustrated, the fur- 
niture colors are Simmons Nat- 
ural with White, with Cherry 
Textolite tops. The upholstery 
is tough Naugahyde in a new 
Accent pattern. The bed is a 
Single-Action Vari-Hite by 
Simmons, equipped with hos- 
pital Beautyrest* mattress, 
made only by Simmons. All 


furniture designed by Raymond 


Spilman, A.S.1.D. 
*Reg. Trade-Mark 


Your Simmons agent or 
nearby Simmons office is 
always ready with advice 
based on nationwide 
hospital experience. 


DISPLAY ROOMS: 


Chicago * New York * San Francisco 
Atlanta * Dallas * Columbus * Los Angeles 
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BECK-LEE 


Lin 
DIRECT-WRITING 


ELECTROCARDIOGRAPH 


ONLY lal! offers all 


these outstanding features: 

Clinical Accuracy .. . 10 Sec- 
ond Paper Loading... Life- 
time-guaranteed Standardiza- 
tion Cell . . . Automatic Con- 
| trols .. . Complete Portability 
7 ... Paper Compartment Light 
... Solid Mahogany Cabinet... 


Realistically Priced at only $595 
7 See for yourself why Cardi-all 
7 is a preferred diagnostic aid 
among thousands of hospitals 


and doctors. 
Ask for a demonstration... 


Mail the Coupon Today! 


BECK-LEE CORP. 
| 630 W. Jackson Bivd., Chicago 6, U.S.A. 


| ~ Please send full details on the 
neu Cardt-all, and name of the 
vearest Cardi-all dealer 

: Name 

Address 

Ci!) 


H-657 


22 


recommends 


Moblems 


KENNETH B. BABCOCK, M.D. 


Our hospital is close to the border 
of another state. Physicians from that 
state utilize our hospital in caring for 
their patients. They are licensed in that 
state, but not in ours. Should they be 
licensed in our state? 


An emphatic yes. Your hospital 
is knowingly allowing a physician, 
not licensed in your state, to prac- 
tice medicine without a license. 
The hospital is negligent in the 
eyes of the law. The hospital should 
check immediately with its own 
legal counsel to ascertain what it 
should do. If the patient of one of 
these unlicensed physicians dies, 
who signs the death certificate? 
This is just one of the possible 
complications. 7 


Does the Joint Commission recom- 
mend any special method or procedure 
in hospital identification of newborn? 


No—no specific procedure. Sur- 
veyors do check, however, to be 
sure that a hospital is performing 
this function in one of several ac- 
ceptable ways. The commission 
very strongly that 
each hospital check its present 
system for loopholes and possible 
sources of human error. 

The American Academy of Pedi- 
atrics’ pamphlet, Hospital Care of 


Newborn Infants, devotes pages 


73-76 to this subject. It covers the 
situation nicely and could well be 
used as a guide for any hospital. 

On the subject of identification 
also, has your hospital recently 
checked its procedure for identifi- 
cation of adult patients as far as 
giving of medications, blood trans- 
fusions and taking to the operating 
room? Almost every month the 
commission hears of mistakes hap- 


pening in these categories, usually - 


due to sloppy procedures or poor 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 


@ licensing of physicians 
@ identification of newborn 
@ consultation on ‘‘D & C’s’’ 


@ anesthetic records 


orientation and education of em- 
ployees. Constant review and vigi- 
lance on the part of administrators 
is necessary on these important 
procedures. 


Is it necessary to have consultation 


on every “D and 


No. The standards state specifi- 
cally that a consultation is neces- 
sary only when a pregnancy is 
definitely present or suspected. If 
pregnancy is suspected, a preg- 
nancy test would be very wise as 
a precautionary measure. 

No consultation is necessary if 
the physician has definitely seen 
products of conception passed (in- 
complete abortion). It likewise is 
unnecessary when there is no ques- 
tion of pregnancy, but the physi- 
cian desires to do a diagnostic 
“D and C” to determine if some 
other pathology, such as possible: 
endometriosis or cancer, is present. 


Should there be an anesthetic record 
on “T and A’s” and “D and C’s’’? 


Yes, usually. However, let us put 
the question and answer a little 
differently. Should every general 
anesthesia patient have an anes- 


thetic record? The answer is yes, 


unequivocally. Where local anes- 
thesia alone. is used on minor Cases, 
as the above, the name, kind and 
amount of anesthetic given should 
be noted and put on the operative 
record, but a specific anesthetic 
record is not necessary, although 
it is. highly recommended. | 
There are no short cuts to qual- 
ity care. The cases mentioned 
above must still have heart and 
lungs and blood pressure checked 
before and during the operation 
at least and after the operation, if 
warranted. The courts hold that 
physicians and hospitals must at all 
times exercise “due and ordinary . 
care.’’ The commission’s standards 
are minimal. It is far better to 
exceed them than to just get by. 


HOSPITALS, J.A.H.A. 


~ 
a 
| 
“0 
= 
SOSLSSSS 


TV Cameras Demonstrate Clinical 
Procedures to Hundreds of Students 


Through the eyes of RCA color television cameras, hundreds 


of students see clinical procedures close up. Physical examina- 


tion of patients, discussion of symptoms, tests and diagnoses 


are presented as they actually transpire. These pictures are 
shown on television screens at many locations, and viewed by 
an unlimited number of student observers (see next page). 


Courtesy: Walter Reed Army Medical Center 
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SEE ADDITIONAL PARTICULARS, NEXT PAGE & 


2 CAMERAS—choice of vidicon, 
image orthicon or color cameras 


CONTROL CONSOLES 


for video and audio 


Effective Medical Instruction via TV Begins 
with a Television Teaching Studio 


A well-equipped teaching studio is essential to the 
success of television in education. Designed to 
meet the requirements of good TV practice, 
such a studio is the source of programs to 
classrooms. It has good acoustics and proper 
lighting to assure a high level of presentation, 
and will provide pictures of consistently good 
quality which flow smoothly throughout a TV 
lecture session. 


A basic high-fidelity television teaching studio, 
with associated control room, is_ illustrated. 
Studio is equipped with two cameras and micro- 
phones. The use of two cameras facilitates a 
_variety of picture material—close ups, long shots, 
visual aids, settings. Switching from camera to 


For an informative brochure on RCA High Fidelity Television Systems, 
write to Educational Administrator, 
294, Radio Corporation of America, Building 15-1, Camden, N. J. 


Camden, N. J. 
Tmk(s) ® 


Television Equipment, Dept. 


camera provides a change of pace to spark pro- 
gram interest and promote fullest attention from 
students. Control room is equipped with video 
and «audio controls and switching facilities. This 
equipment can be readily expanded, as your plans 
develop and your goals increase, giving you 
needed supplementary facilities and protecting 
your investment far into the future. 


For instruction in medicine and surgery, where 
live demonstrations via color television offer op- 
portunity for highest realism, system-integrated 
color cameras will be preferred. A special over- 
head color camera has been developed to provide 
a “‘surgeon’s eye view” of operations to any 
number of students. 7 


RADIO CORPORATION of AMERICA 


Broadcast and Television Equipment 


In Canada: 
RCA VICTOR Company Limited, 
Montreal 


One of a series explaining the successful application of television to education. 
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For doctors 


—_ 


F.Goodrich 


and murses who are 


allergic to ordinary rubber 


B.F.Goodrich ‘“Eudermic’”’ 
glove is made for doctors and 
nurses who are allergic to ordinary rub- 
ber. Pure rubber latex is still used in 
making the glove, but B.F.Goodrich 
has developed a process that removes 
the irritating ingredients that cause 
contact dermatitis or further aggravate 
conditions resulting from other aller- 
gies. - | 
Although immunity from dermati- 
tis cannot be guaranteed in every case, 
thousands of doctors and nurses are 
now using these gloves successfully. 
The ‘‘Eudermic”’ glove retains all the 
fine features of other B.F.Goodrich 
surgeons’ gloves. It’s just as thin and 
comfortable, yet strong enough to 
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stand frequent autoclaving and con- 
tinue.to give perfect service, operation 
after operation. 

Choose from the complete line of 
B.F.Goodrich gloves carried by 
leading hospital and surgical supply 
houses: 

“Miller” brand surgeons’ gloves— 
Long wrists. Sizes 6 to-10 in white 
or brown. Hospital green color in sizes 
6% to 8%. Choice of rolled wrist or 
color banded wrist. 

“Miller” brand examination gloves 
—Short length cuff. Sizes 7 to 9. White 


only. 


“Eudermic” special purpose gloves 
come in sizes 6% to 9%. White only. 
Cost only pennies more per pair. 


Get free glove care chart —Com- 
plete instructions on proper handling 
of surgeons’ gloves— washing, steriliz- 
ing, drying, storage. Ask your hospital 
or surgical supply house’s represen- 
tative for this useful wall chart, or 
write: Hospital and Surgical Supplies 
Dept., B.F.Goodrich Industrial Products 
Company, Akron 18, Ohio. 


B.EGoodrich 


SURGEONS’ GLOVES 
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sewice from headquarters 


Surgical dressings 


We would like information regard- 
ing recommendations for surgical gauze 
and surgical dressings and also infor- 
mation concerning the federal specifi- 
cations for surgical gauze. 


At the present time a revision of 
the Simplified Practice Recommen- 
dation for Surgical Dressings is be- 
ing prepared by the Government 


Printing Office. Copies of this re- 


vision will be distributed to mem- 


1,358 PAGES 

22 CHAPTERS 

¢ 50-PAGE INDEX 

1,266 TEXT PAGES 


161 West Harrison Street 


Now Available... 


3rd Revised Edition 


Mace &acherns 
Hospital Organization 
and Management 


v 


One of the Most Important Books 
ever published for the hospital field | 


¢ 60 ADDENDA 

¢ 27 INSERT PLATES 

¢ 42 PRELIMINARY PAGES 
* 191 TEXT ILLUSTRATIONS 
¢ 22 ORGANIZATIONAL AND JOB-FUNCTION CHARTS 


IMMEDIATE DELIVERY $18.75 


Postage Paid (in U.S. only) if remittance accompanies order. 


ORDER FROM 


PHYSICIANS’ RECORD COMPANY 


COPY 


CHICAGO 5, ILLINOIS 
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ber hospitals this month. Revision 


of the Simplified Practice Recom- 
mendation for Surgical Gauze is 
being considered by the AHA Com- 
mittee on Purchasing, Simplifica- 
tion and Standardization. | 

However, the following federal 
specifications for surgical gauze are 
available from the Superintendent 
of Documents, Government Print- 
ing Office, Washington 25, D. C:: 

DDD-G-138 Gauze, petrolatum 
impregnated 

CCC-G-101b Gauze, plain 

MIL-G-3379 Gauze, plain, com- 
pressed | 

DDD-G-148 Gauze, strip, plain 
and medicated. 

—JACK D. DILLMAN © 


Surplus property 


We would like to know why govern- 
ment surplus property which we could 
have used in our hospital, was sold to 
a surplus property dealer. 


The state surplus property agent 
has no way of knowing that a par- 
ticular item of equipment is need- 
ed by a hospital unless he is so 
informed by the hospital concerned. 

Most state agencies have little, 
or no warehouse space in which to 
store property they think may be 
requested in the future. Since sur- 
plus property that becomes avail- 
able for donation must be taken by 
a state agency within about 10 days 
or go on the market for sale to 
interested buyers, much usable 
property is passed over. (After 
property is declared surplus, the 
government wants to dispose of it 
as soon as possible—thus the rea- 
son for the 10 day rule.) 

Since warehouse space is so lim- 
ited, state agents usually will only 
accept and store “standard” or the 
most wanted items in anticipation 
of future requests. 

Many special items that might be 
used by hospitals such as genera- 
tors, bed-pan washers, pumps, etc., 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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CON ANY DISHMACHINE 


GLASSES, SIL 


¥ 


Any make, model or size dishmachine can be 
equipped for automatic drying with Economics 
Laboratory’s new, low-cost rinse injector, 
“The Drymaster.” So compact it fits anywhere. 
So low in price, every dishroom can afford it. 


21¢ a day installs your “Drymaster.” And you can 
forget about maintenance! It’s guaranteed, 

built with watch-like precision. No electricity. 
No gadgets. 


With a “Drymaster,” dishes come dry, gleaming 
and spotless—right from your dishmachine. 
Proved in thousands of dishrooms, the 
“Drymaster” can cut costs by as much as 25%! 
Get the whole story today by calling the 

SoILAX sales office listed in your phone book. 


*Covers basic unit price 


ECONOMICS LABORATORY, INC. 


In Canada, Economics Laboratory (Canada) limited 


General Offices: Guardian Bldg., St. Paul, Minn. 
Executive, Sales, and Advtg. offices: 250 Park Avenue, New York 17, N.Y. 
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will not become warehoused since 
there is not a continuing demand 
for these items and there might be 
for dressings or other expendables. 

—JOHN N. HATFIELD II. 


Smaller hospital laundry 


We are presently constructing a new 
hospital and would like information 
on the practicality of a small hospital 
operating its own laundry. 

W ould it be self-sustaining or would 
it be cheaper to employ a commercial 


firm? 


Recent advances in the design 


and efficiency of laundry equip- 
ment now make it possible for 
hospitals of any size to effect a 
savings by operating their own 
laundry plants. 

(There is a very good discus- 
sion of a small hospital laundry 
operation by H. F. Hancox in the 
March 1, 1957 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. ) 

Briefly, some of the advantages 
of a small hospital laundry are: 

1. Better control of the linens 
throughout the total linen process, 


The preservation of life 


‘ in this love 
is 


surgeon's hends, vital factors in the 
preservation of life, demand surgical gloves — 
that provide the features found in . 


 WELVETEX Color Band Surgical 
Now treated withBiO-SORB®©dusting powder* 
e@ Bare Hand sensitivity | 
@ “DERMASHIELD” protection against 
dermititis 
No talc....No irritation 
Sleek “pull-on” 


RUBBER COMPANY 
AMASSILLON, OHIO 


from the storeroom to the laundry 
to the unit. 

2. Better control of washing for- 
mulas which results in less damage 
and longer life of linens. 

3. Generally, a smaller inven- 
tory of linen is possible. If a situa-_ 
tion arises which requires more 
linen, the hospital laundry is able 
to produce clean linen immediately. 

4. Regardless of which system 
is used, space must be provided 
for a central linen room, storing 
room and a room for marking and 
repairing linen. In addition to this, 
additional space is usually required 
to store soiled linen prior to pickup 
by a commercial concern. 

5. There is frequently the pos- 
sibility of a commercial laundry 
closing because of strikes, poor 
management, and a variety of 
other reasons, which would de- 
prive the hospital of its laundry 
service. 

6. There is little guarantee that 
the prices will remain stable once 
the hospital has committed itself 
to a commercial laundry firm. 

7. The actual price of a hospital 
operated laundry varies from 4% 
to 7 cents per pound. Most com- 
mercial concerns are charging 
about 9 cents a pound for hospital 


linen. 


Some hospitals have utilized 
commercial concerns for quite 
some time. In many instances these 
arrangements have been quite 
satisfactory. With an adequate in- 
ventory and a close sorting and 
counting, a commercial laundry 
operation for a smaller hospital 
may be feasible. However, this is 
not inexpensive and may add ma- 
terially to the cost of laundry 
service. 

If you install fully automatic 
controls for your wash wheel, 
while it will increase the initial 
cost of equipment, nevertheless it 
will reduce the continuing expense 
of operating that equipment and 
a savings will result within the 
first few years. 

An automatic drying control on 
the tumbler is a relatively inex- 
pensive attachment and does not 
require the constant attention of 
an attendant. In a small operation 
this factor is important since the 
operator can leave the equipment 
without concern for damage to the 
linens, and can perform other du- 
ties—JAcK D. DILLMAN 
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*A paper delivered by 
John L. Mayer, Jr., 
at an A.A.H.A. conference, 
Orlando, Florida 


The pressure is on in X-ray. Never before 
have they handled so many patients — yet 
things are running smoothly. And there’s 
not a hitch in sight. 


Fact is, the radiologist never even hada 


chance to call for help. The administrator 
saw the rush coming — and beat him to 
the punch! 


How? From his monthly reports the ad- 
ministrator was able to evaluate the com- 
ing situation — before it actually arrived. 
Figure facts on the utilization of special 


services by incidence of stay by kinds of 
patients alerted him to the changes taking 
place. And with this information at his 
command, he adjusted his budget in time 
to provide added help and facilities to 
meet the mounting demand on X-ray’s 
services. | 


This is but one example of how proper 
figure facts can point up situations that 
demand administrative action. For fur- 
ther evidence, write to us today for your 
complimentary copy of “Better Patient 
Care Through Administrative Controls.’’* 


Better patient care 
through administrative controls 


The McBee Company, Athens, Ohio 


In Canada: The McBee Company, Ltd., 179 Bartley 
Drive, Toronto 16, Ontario 


Division of Royal McBee Corporation * Offices in principal cities 
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ciency from your washer investment. 


quse 
— you can choose 


just the size you need 


No need to compromise on size with 
Laundrite. This wide range of sizes 
» just one reason you get more effi- 


Laundrites wash faster, reverse faster, 
too, — give you more production per 
dollar. For supplementing smaller 
washers and larger units, too, — for 
processing fugitives and tinting, — 
Laundrites are the answer. In addi- 


tion, they’re naturals for family 
bundles, and special LAUNDRITE 40 


jobs like shag rugs and 


LAUNDRITE 5 


Capacity up to 90 Ibs. dry wt. 


N EW! “Trend Set- 


ters” folder illustrates, 
describes full line of 
LAUNDRITE washers, 
tells how owners are us- 
ing them to increase 
laundry efficiency. 


Capacity 40-45 Ibs. dry wt. 


bedspreads. For gen- 
eral information or 


data on a specific 
model, check and mail 


coupon today. 


Capacity up to 65 Ibs. dry wt. 


Capacity 25 Ibs. dry wt. 
(Stainless steel model available) 


r===== 4 AIL COUPON TODAY! =" 


TROY LAUNDRY MACHINERY, Dept. 4-657 
Division of American Machine and Metals, Inc. 
East Moline, Illinois 

Please send literature on the Laundrite : 
[_] Complete Line [] 25-pound Washer 40-pound Washer 
[_] 60-pound Washer 85-pound Washer 


LAUNDRY MACHINERY 


FIRM 
Division of NAME 
American Machine and Metals, Inc. 
ADDRESS 
EAST MOLINE, ILLINOIS 
Giry ZONE STATE 


*'World's oldest builders of power laundry equipment'’ 


ATTENTION MR. 
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Here’s unloading at its best — fast because 
it’s simple. The Troy unloading - shelf, 
(which is standard at no extra charge) 
guides work directly into the extractor 
baskets, so no accessory apron devices are 
needed in this operation. 

It’s simple to operate, too —and fully 
protected by electrical interlocks for com- 
plete safety. Long service life is assured 
through such features as the stainless steel 


LAUNDRY MACHIN 


Division of 


American Machine and Metals, Inc. 


EAST MOLINE, ILLINOIS 


"World's oldest builders of power laundry equipment" 
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plate front, sturdy rear X-brace and an 
ingenious new take-up feature on the 
quiet, efficient chain drive. 

Like Troy washers with fixed or remov- 
able “Slyde-Out” shelves, Troy unloading 
washers are available with or without 
automatic controls. Sizes include: 42” x 
54”, 42” x 84’ and 42” x 96’ — proof 
again that the only name you need to 


know in washers is TROY! 


NEW! Bulletin gives 


valuable information on 
construction, features, di- 
mensions and specifications, 


MAIL COUPON TODAY! 


ATTENTION MR. 


1 TROY LAUNDRY MACHINERY, Dept. H-657 
§ Division of American Machine and Metals, Inc. 
: East Moline, Illinois 
f Without obligation, please send bulletin YW-42-57 describing 
; TROY Unloading Washers. 
i 
OMP 
ADDRESS 
i 
CciTy | ZONE STATE 
1 
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= Throughout the hospital 


there are more and more 


Calls for 


Respiratory 
Infections 


Meningitis 
Surgery 


Urinary 


Infections 


Pediatrics 


Eye, Ear, 
td & Throat 


Infections 


Obstetrics & 
Gynecology 


Outpatient 


Clinic 


GANTRISIN 


ghly soluble, single sulfonamide 


tablets, 0.5 Gm each 


ampuls, 5 cc (2 Gm) and 10 ce (4 Gm) 
tablets, 0.5 Gm each 


pediatric suspension (raspberry-flavored), and 
syrup (chocolate-flavored), containing the 
new, tasteless Gantrisin (acetyl) 


ophthalmic solution, 4%, ophthalmic oint- 
ment, 4%, ear solution, 4%, and nasal solu- 
tion, 4% 


vaginal cream, 10%, in white vanishing cream 
base 


tablets, 0.5 Gm each 


Gantrisin ®—brand of sulfisoxazole 
Gantrisin® (acetyl) —brand of acety] sulfisoxazole 


Hoffmann - La Roche Inc « Roche Park + Nutley 10 « N.J. 
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guest editorial: the control of infections in hospitals 


The risk of infection is a part of 
life and cannot be wholly elim- 
‘inated. We know now that the hope 
was vain that the antibiotics would 
exterminate infectious disease. As 
is so frequently the case, we over- 
estimated our own powers and un- 
derestimated the powers of nature. 
Beneficial as antibiotics have been 
in the specific treatment of speci- 
fic diseases, they have not been 
the means of creating an environ- 
ment which is_ bacteriologically 
cleaner than before. In fact, by re- 
ducing the population of sensitive 
micro-organisms, the _ antibiotics 
have made possible the multiplica- 
tion of resistant strains of bacteria. 

The administrative problem and 
obligation to control infections 
within hospitals is very great. Even 
though perfection is not attainable, 
there is no room for complacency 
or inattention. Any false sense of 
security which accompanied the 
development of antibiotics must be 
abandoned. The frequent reports 
of outbreaks of serious staphyloc- 
cocal and enteric infections in 
widely: scattered areas, in urban 
and rural hospitals are a warning 
to all hospitals to review their pro- 
cedures and techniques. 

An infection requires three con- 
ditions—1) a virulent organism, 2) 
the transmission of that organism 
from a carrier or an infected pa- 
tient to 3) a susceptible patient. 
The obligation of hospital admin- 
istration is to provide the means 
to minimize the transmission of or- 
ganisms from one patient to an- 
other. The virulence of organisms 
is little understood and for practi- 
cal purposes cannot be altered. The 
susceptibility of patients is simi- 
larly little understood and for prac- 
tical purposes cannot be altered 


except under special conditions by ~ 
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immunization against a few spe- 
cific diseases. 

A hospital by its very nature and 
in fulfillment of its social function, 
necessarily becomes a special situa- 
tion where susceptible individuals 
—sick people, older people, new- 
born babies—are brought together 
under. one roof and where illnesses 
involving virulent organisms may 
be brought under the same roof. 
In this way, two of the three nec- 
essary conditions are apt to be 
present at all times in hospitals. 
There remains the third condition 
—the transmission of organisms. 
Hospitals have a special obligation, 
therefore, to be aware of the spe- 
cial risk which exists and develop 
the means to minimize it. Anti- 
biotics—used prophylactically or 
therapeutically—have no influence 


The medical and administrative 
problems involved in controlling cross- 


infections in hospitals are examined 


in a symposium beginning on page 47. 


on the transmission of organisms. 
They do, of course, eliminate sen- 
sitive organisms from infections 
and reduce to a small degree the 
number of organisms at the point 
of origin, leaving however, resist- 
ant strains. Therefore, antibiotics 
should only be used to treat specific 
infections by sensitive organisms. 

The methods for minimizing the 
transmission of infection involve 
no magic and little that is new— 


the old fashioned tried and true 


perfected aseptic techniques, old 
fashioned soap, water and elbow 
grease cleanliness, proper masking 
and gowning, prohibition of em- 
ployees with common colds from 
working. Economic pressures, de- 
cline in status of domestic workers, 
increased mechanization and scar- 
city of skilled personnel. have all 


resulted in a relaxation of attention 
to the control of infection. 

It is the obligation of hospital 
administration to make hospitals 
as safe as possible, with cost as a 
secondary factor. The medical 
staffs in hospitals have the obliga- 
tion to provide or obtain the tech- 
nical advice necessary for the es- 
tablishment of proper techniques 
and then to see that they them- 
selves carry out those techniques. 
Good liaison between medical staff, 
nursing and administration is es- 
sential and a committee on the im- 
provement of patient care may be 
the best means to attain it. 

The most important means of 
controlling infection is competent, 
conscientious and courageous per- 
sonnel—competent so that they 
will know what to do and why; 
conscientious so that they will do 
what they know; and courageous 
so that they will sound the alarm 
at the first sign of an outbreak and 
will ask for proper equipment to 
do their work as it should be done. 

There is a new concern for air 
borne infection which involves 
proper engineering of ventilating 
and air conditioning systems. There 
is a new concern for good house- 
keeping with clean mops and buck- 
ets. There is a new concern for 
blanket sterilization. There is a 
new concern for handling clean 
linen in clean hampers rather than 
the same hampers used for soiled 
linen. All of these and many more 
details are important. The cost of 
doing things right is not prohibi- 
tive. 

History tells us that the viru- 
lence of organisms waxes and 
wanes without regard to antibio- 
tics, or other apparent influences. 
Epidemics vary from year to year 
for no known cause. It therefore 
behooves all hospitals to be always 
vigilant to prevent the transmis- 
sion of infections as far as pos- 
sible and to contain an outbreak 
when it strikes. The adaptability 
of nature and the variegated forms 
of life are sources of wonder and 
awe at the mystery of life. A war 


of annihilation against micro-or- 


ganisms is neither practical nor 
wise. We must seek and maintain 
a peaceful coexistence.—PHILIP D. 
BONNET, M.D., administrator, Mas- 
sachusetts Memorial Hospitals, 
Boston. 
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FTEN, UNDER the pressure of the 

daily work load, a department 
head or administrator is forced to 
postpone indefinitely a thorough 
review of the existing policy and 
procedural directives. This is par- 
ticularly true of new personnel at- 
tempting to familarize themselves 
with rules and regulations in order 
to discuss current policy with au- 
thority. 

At the Veterans Administration 
Center, we decided to take the time 
to remedy this situation. Our first 
step was to review all active policy 
publications dating from 1938. This 
tremendous job was made some- 
what less difficult as many publica- 
tions had been rescinded during 
the ensuing years. 

When the review was completed, 
we Classified the active directives 
by service or division. If for ex- 
ample, they dealt with personnel 
matters they were placed in a per- 
sonnel folder; if they were con- 
cerned with the controller’s office 
or pay policy, they were placed 
in a file labeled ‘Fiscal Division.”’ 
This method was followed in all 
areas, including the _ professional 
services. The separation of the 
material resulted in nine major 
categories: 

1. Office of the administrator 

2. Domiciliary services 

3. Engineering division (plant, 

buildings and grounds) 

4. Fiscal division (controller) 

5. Personnel division 

6. Registrar division (admitting 

and outpatient) 

7. Special service (volunteers 

and recreation) 

8. Supply division 

9. Professional services such as 


A. A. Gavazzi is special assistant, Veter- 
ans Administration Center, Kecoughtan, 
Va. 
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old rules may not be “golden rules’’— 


Every two years, the three R’s: re- 
scind, reissue or revise, are applied to all 
policy directives in the hospital, the au- 
thor states. He outlines the system used 
to accomplish this automatic review 
and the advantages resulting from it. 


medicine, surgery, nursing, 
dietetics, etc.) 

At a staff meeting called by Mr. 
Reuben: Cohen the administrator, 
each department head (service or 
division chief) was instructed to 
review the directives pertaining 
to his department, and to decide 
whether each one was to be re- 
vised or eliminated. 


CUT-OFF DATE ESTABLISHED 


Jan. 1, 1954 was established as 
the cut-off date for all revisions. It 
was agreed that any directive dated 
prior to Jan. 1, 1954 would be 
either rescinded, reissued or re- 
vised. A very large number came 
under the revision category and 
were revised effective in Septem- 
ber and October of 1955. Those 
that did not need to be reissued 


were rescinded on an index memo- 


randum, which indicated that that 
material could, and should be de- 
stroyed. | 

Approximately 30 per cent of 
the material was found to be com- 
pletely obsolete and did not need 
to be reissued. Of the balance, 50 


per cent was still current but re-— 


quired revision based on changing 
trends in both hospital administra- 


tion and medicine, while 20 per 


cent was found to be still current. 

Our experience indicated that all 
policy-making directives required 
a review and reissue at least once 
every two years. This would serve 
the twofold purpose of (1) making 
all new employees aware of the 
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publication, and (2) having no 
publications over two years old 
in effect and in the files. 3 

The review was begun in August 
1955 and completed in December 
1955. On Jan. 3, 1956, a station 
memorandum with index and a 
bulletin were issued. The memo- 
randum was given the number one 
and in it the criteria for establish- 
ing directive material were spelled 
out, as well as the entire procedure 
which would be effective from that 
date on. Attached to memorandum 
number one was an index broken 
down by .categories. Every page 
indicated the title of the publica- 
tion, number, date of issue, date 
upon which the division or service 
was to conduct the review, and a 
column for the revision authority. 
(See illustration, page 33.) 

The purpose of this last column 
was so that throughout the year 
—whenever a publication would 
be revised—the secretary to the 
department head concerned could 
draw a line across the revised pub- 
lication and indicate the number 
and date of the new publication. 
Now, as every new publication is 
issued, the department concerned 
is responsible for listing in chrono- 
logical sequence its title, number, 
and date. 


BULLETINS ALSO RESCINDED 


A bulletin was also issued on 
Jan. 3, 1956, rescinding all bulle- 
tins dated prior to Jan. 1, 1955, 
with instructions to destroy all 
obsolete bulletins. Bulletins are of 
a temporary nature and are used 
as a medium through which an- 
nouncements of general application 
are disseminated throughout the 
station or hospital. Since they are 
of a temporary nature, they may 
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be disposed of after they have 


served their purpose or are a year 


old. 

Another plan which was found 
to be effective was to have the 
department head concerned submit 
a proposed draft of a policy-mak- 
ing station memorandum or direc- 
tive to the administrator. The ad- 
ministrator or one of his assistants 
reviews the proposed draft, makes 
any necessary corrections, assigns 
it a number, and returns it to the 
department head for typing prior 
to submission to the administrator 
for his signature. When signed by 
the administrator, the stencil is 
forwarded to the publication unit 


for printing and _ distribution. On 


each publication the distribution 
to be made and the symbol of the 
originating office are indicated. The 
distribution keys have been estab- 
lished and the publication unit 
knows automatically the distribu- 
tion to be made. This has resulted 
-in a very efficient operation. 

This new system of. station pub- 
lications has been in operation ap- 
proximately one and a half years. 
We have found it effective and 
efficient. The department heads 
including supervisory personnel, 
have expressed great satisfaction 
with. this new procedure. At a 
recent staff meeting a new supervi- 
sor stated that it was the first time 
in his fifteen years of service, both 
in the voluntary and federal hos- 
pital systems, that he had been 
able to familiarize himself in half 
a day with all the procedure and 
policy directives that he felt neces- 
sary. Previously it had taken from 
three to five weeks to accomplish 
the same thing and he had not felt 
that he was aware of all of the 
necessary policy material. 
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INDEX 
Memorandum No. 1 
January 3, 1956 


PERSONNEL DIVISION 


REVISION 
TITLE NUMBER DATE REVIEW DATE AUTHORITY 
1954 


Prohibited Personal Property 
of Patients, Members and 
Employees at VA Centers 11 3-3-54 Feb. 1956 
Property Passes 15 4-14-54 April. 1956 
Health and Emergency 
Treatment of Employees 29 7-28-54 June 1956 


Classification Policy 34 10-26-54 Jan. 1956 
Annual Leave Regulations 
(CSC) 36 =11-5+54 Jan. 1956 


Processing Personnel Action 

Requests in all — 

Cases 37 11-15-54 Feb. 1956 
Employee Orientation- 38 11-19-54 Mar. 1956 


1955 
Training Policy 38 9-20-55 Nov. 1956 
Performance Rating 
Committee 60 10-12-55 Nov. 1957 
Identification Cards 61 10-12-55 Nov. 1957 


Leave for Purpose of Taking 
Civil Service Examinations 63 10-13-55 Oct. 1957 


Promotion Policy : 65 10-17-55 Nov. 1957 
Leave Regulations for 
Doctors and Nurses 59 10-12-55 Oct. 1957 
' Conduct of Employees 69 10-28-55 Jan. 1958 
Regulations Governing 
Reduction in Force 71 11-7-55 Feb. 1958 
1956 


ADVANTAGES OF REVIEW SYSTEM 


1. Publications are reviewed “obsolete 
publications from the files. 

2. Current material is used as the proper authority, instead of 
out-of-date excerpts from manuals and other media, or the decisions 
of former governing bodies. | 

3. Department heads, section chiefs, supervisors and new em- 
ployees are informed of all current rules and regulations as they 
pertain to the station. 7 

4. Any employee or outsider can check at a glance the material 
covered by directives without searching numerous files. 

5. The index indicates what material is current, what has 
become obsolete during the year and the rescinding authority. 

_ 6. Efficiency and control of peareene: has increased almost 
100 per cent. 

Communications within each station are now working more 


7 effectively and efficiently than ever before. 
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SENSE. 


Jabberwocky 


by ALAN E. TRELOAR, Ph.D. and DON CHILL 


UR DISCUSSIONS in the hospital 

field, our studies and formal 
reports on the many problems fac- 
ing us, often sorely lack the clarity 
necessary for general comprehen- 
sion of our thought. Confusion of 
wide scope with respect to defini- 
tions prevails to such an extent as 
to bedevil our language to others. 
It is not sufficient that the words 
of our dissertations be familiar 
words—their meanings in the con- 
text in which we use them must 
admit of no doubt. 

Examine the following state- 
ments pertaining to chronic disease, 
currently a familiar topic of seri- 
ous consideration, and note how 
conflict must breed meaningless- 
ness, how these “definitions” when 
paraphrased and placed side by side 
become, in effect, jabberwocky: 

Although “a disease is an illness’’, 
“a person can have a disease and not 
be ill’. chronic disease .. . lasts 
for 30 days or more”; “a chronic ill- 
ness lasts for 60 days or more”; or 
even “lasts for 180 days or more”, 
**“A chronic disease is a lengthy disease 


reverse of acute’’, but nevertheless it is | 


“a disease of long duration with or 
without acute phases”. Again, “‘chronic 
illnesses are those that leave residual 
diability”, but the term does not “re- 
quire that the illness be associated with 
gross or detectable disability or even 
awareness of the existence of a dis- 
order’”’. 

Depending on the eeAditions used 
and the study cited, we find that 
between “4 million” and ‘28 mil- 
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lion” people are “chronically ill’. 
Who can sensibly discuss the 
amount of facilities and services 
for chronic disease when the group 
of people falling into this category 
supposedly ranges all the way from 
one number to seven times that 
number depending on the defini- 
tion of chronic disease? 

Other terms are as ill-defined 
and beget similar problems. Re- 
habilitation, convalescence, medi- 
cal, paramedical, skilled nursing 
services, nursing home—the list 
could continue until almost every 
word in hospital terminology is 
included. How’ are we to bring 
order out of this confusion? Where 
better to start than with that most 
important word—hospital? 

Culling material in the field 
brings to light some 60 different 
definitions for the term hospital, 
different in meaning—not just dif- 
ferent in wording. Not one of these 
definitions serves to delineate, the 
reasons becoming apparent from 
the two broad groupings into which 
all these definitions fall: one, where 
hospital is a specific type of med- 
ical establishment; and two, where 
hospital is in effect a synonym for 
hospitals and related institutions. 

For example, the following is a 
definition for hospital as a specific 
type of medical establishment: 

A hospital is an institution operated 
pursuant to law for care and treatment 
of sick and injured persons, with facili- 
ties for diagnosis and major surgery, 
and twenty-four hour nursing service.! 
“ . . Watt facilities for ... major 
surgery’! And thereby some psy- 
chiatric, tuberculosis, rehabilita- 
tion, and other specialty hospitals 
may no longer be classified as hos- 
pitals. This exclusiveness, whether 
it involves major surgery or some 
other service or. facility, is com- 


mon to all the definitions in this 
grouping and underscores a pri- 
mary point for consideration: any 
acceptable definition for hospital 
must cover specialty as well as 
general hospitals. 

Just as the first grouping of defi- 
nitions for hospitals founders on 
exclusiveness, so the second falters 
because of inclusiveness. Look how 
much may be meant by the word 
hospital when it is used as a syn- 
onym for hospitals and related in- 
stitutions: 

A hospital shall mean a place which 
is devoted primarily to the mainte- 
nance and operation of facilities for 


the diagnosis, treatment, or care over 


a period exceeding twenty-four hours 
of two or more non-related individuals 
suffering from illness, injury, or de- 
formity, or a place which is devoted 
primarily to the rendering over a peri- 
od exceeding twenty-four hours of ob- 
stetrical or other medical or nursing 


eare for two or more non-related 


individuals, or any institution, place, 
building or agency in which any ac- 
commodation is primarily maintained, 
furnished, or offered for the care over 
a period exceeding twenty-four hours 
of two or more non-related aged or 
infirm persons requiring or receiving 
chronic or convalescent care and shall 
include sanatoriums, rest homes, nurs- 
ing homes, boarding homes or other 
related institutions. . .2 

Domiciliary institutions can now 
become “hospitals”’! 

Acceptance of the word hospital 
in this broader sense not only 
means recognition of nursing homes 
as hospitals but also (from other 
definitions) medical establishments 
exclusively for outpatients. How 
many will agree a nursing home 
is a hospital? An outpatient center 
with no provisions for inpatients 
is a hospital? Or a domiciliary in- 
stitution is a hospital? 

Agree? Then confusion must 
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prevail. Disagree? Then we must 
face the task of forming an ac- 
ceptable definition for hospital as 
a specific type of medical estab- 
lishment. 


THE PATIENT REQUIREMENT. . . 


Turning to prevalent definitions 
we find two categories of such hos- 
pitals in the specific sense: spe- 
cialty (mental, pediatric, tubercu- 
losis, and so on) and general. Since 
the word hospital must cover these 


categories, a solution for an ac- 


ceptable definition clearly lies in 
determining characteristics com- 
mon to both general and specialty 
types. 

Analysis of our collection of defi- 
nitions for hospital in the specific 
sense showed that the following 
five characteristics were to be 
found either singly or in combina- 
tions in those definitions: types of 
patient, conditions diagnosed or 
treated, minimum standards, facili- 
ties, and services provided. As ex- 
amples, we may cite a partial list: 


Patients—ambulant, bedfast, chron- 
ic, convalescent. 


Conditions—disease, injury, tuber- 
culosis, maternity, acute, con- 
valescence. 


Standards—qualified personnel or- 


ganized with a chief or chairman 
of the attending staff; portable 
x-ray facilities as minimum 
- equipment within the institution. 
Facilities—clinical laboratory, x-ray 
department, operating room, 
nursery, beds. 
Services—nursing, diagnostic, lab- 
oratory, various therapies. 
What has happened in construct- 
ing definitions for hospital quickly 
becomes evident with recognition 
of the well nigh limitless combina- 
tions of components of these char- 
acteristics. Individuals or groups 
pin their definitions for hospital 
to personal choices of what are 
considered to be the essential char- 
acteristics of hospitals, character- 
istics that are not themselves well 
defined. Indeed, formation of defi- 
nitions for all ‘“‘related institutions” 
flows from the same approach. 
This method with its crippling 
diversity has bred the jabber- 
-wocky. The method has failed; we 
must search anew. 
Fortunately we do not have to 
look far. A favored method of 
_lexicographers, that of Aristotle, 
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offers us a means of immediate 
attack. Let us digress for a mo- 
ment and state the principles of 
this Aristotelian approach: 

1) The definition must encom- 
pass all that properly belongs in 
the concept being defined. 

2) The definition must establish 


the relationships and differences 


between the concept being defined 
and other similar concepts (the 
problem of genus and differentia- 
tion within it). 

3) The definition must give the 
essential characteristics of the con- 
cept being defined in the frame of 
1) and 2) above. 

Now let us see how these three 


principles apply to our immediate 


need: 

1) We have already seen that 
a definition of hospital should in- 
clude both general and specialty 
types; let us agree for our purposes 
that it must. 

2) We see that hospital cannot 
be defined in isolation; it must be 
defined in terms not only of its 
common relationship to nursing 
homes and other related institu- 
tions, but also in terms of its dif- 
ferences from its relatives. Thus 
a system, an ordered arrangement 
of such establishments, is needed 
before any attempt to write specific 
definitions can be made. 

3) The essential characteristics 
of hospitals and related institu- 
tions, when clarified, will serve as 
the basis for forming a system and 
writing the specific definitions. 

Now let us return to define hos- 
pital and implement these precepts 
which experience has taught us. 
Our starting point: the formation 
of a system. | 

When we talk about: “hospitals 
and related institutions”’, or “‘“medi- 
cal care institutions’’, do we not cor- 


rectly limit our meaning to those 


particular establishments which 
deal with patients? It is this char- 


acteristic—patients—that forms a 


secure foundation for systematic 
arrangement of such _ establish- 
ments. Hospitals are inpatient, or 
inpatient and outpatient, centers; 
nursing homes are inpatient cen- 
ters. Diagnostic and _ treatment 
centers, and rehabilitation cen- 
ters, are usually without provision 
for inpatients; they are outpatient 
centers. All are patient centers. All 
belong to a universe of MEDICAL 
ESTABLISHMENTS, including 


medical schools, laboratories, re- 
search institutions, and so on. 


MEDICAL ESTABLISHMENTS 


MEDICAL SCHOOLS LABORATORIES 


imo) (NURSING) (RESEARCH! (ANALT SIS! 


PATIENT CENTERS 


OUTPATIENT CENTERS 


INPATIENT CENTERS 


Patients serve as the connecting 
link for our entire system of pa- 
tient centers. Further subclassifi- 
cation of patients into such types 
as chronic, convalescent, ambulant, 
bedfast, and so on, however, fails 
in usefulness for definition of the 
more specific types of patient cen- 
ters. Futility has plagued us in all 
attempts to differentiate in this 
manner general hospitals the vari- 
ous specialty hospitals, and the 
variety of nursing homes (conva- 
lescent homes, homes for the phy- 
sically infirm, terminal-care homes, 
and so on). And the reason is clear: 
patients of all types labeled acute 
or chronic, convalescent, ambulant 
or bedfast, and so on are distributed 
throughout hospitals as well as 
nursing homes. 

For further differentiation of 
patient centers we must turn to 
other characteristics common to all 
these classes but at the same time 
serviceable for their differentiation 
one from the other. Fortunately 
the five characteristics listed pre- 
viously for hospitals of the general 
and specialty classes prevail also 
as the essential characteristics for 
the other patient centers. We have, 
temporarily at least, exhausted the 
usefulness of patients as an aid to 
further classification. Which of the 
others will now meet our needs? 
Let us examine them in turn. 

Conditions: The many sorts of 
conditions, including illness, injury, 
acute, chronic, mental, among. 
many others, are dispersed through 
all classes of centers just as the 
types of patients were. Thus “con- 
ditions” suffers the same limitation 
as “patients” for defining purposes 
at our present level of operation. 

Standards: The desirability of 
minimum standards for patient 
centers can not be questioned. How- 
ever, such rules and regulations do 
not appropriately belong in the 
structuring of definitions. It is the 
duty of recognized authority to 
specify minimum standards. 
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In a definition already partly 
quoted in this paper we noted 
‘portable x-ray facilities” had been 
specified “as minimum equipment 
within the institution’’. Is the issue 
whether the x-ray facilities are 
portable or stationary, or the ques- 
tion whether the equipment is 
within the institution or perhaps 
“readily and conveniently avail- 
able’, really pertinent to distin- 
guishing between one type of es- 
tablishment and another? Surely 
such issues are better left to rules 
and regulations. Definitions should 
include only those characteristics 
that serve to establish required re- 
lationships and differences and no 
more. 

Facilities: All the patient centers 
which we now seek to differentiate 
one from the other have facilities 
that are related and yet may well 
be different in each center. When 
we endeavor to. specify those dif- 
ferences in facilities, however, we 
soon become lost in a morass of 
details. Should an operating room 
be included in the definition of 
hospital when a tuberculosis hos- 
pital or a short-term psychiatric 
hospital may not have one? 

The diversity in specialty hos- 
pitals makes it next to impossible 
to find examples of facilities that 
are common to all hospitals yet 
serve also as a means of differ- 
entiation between hospitals and 
nursing homes. Are not facilities 
just those tangible objects neces- 
sary for the implementation of 
services? When a service is speci- 
fied the facilities necessary for pro- 
viding that service are implied. 

Services: Here we find fulfillment 
of our requirements. Physician 
services, nursing services and vari- 
ous other services, all in proper 
combinations, make it possible to 
establish relationships and differ- 
ences between hospitals and all 
other patient centers. 

But let us not fall here into 
another trap of jabberwocky. A 
definition is only as good as its 
component parts. Before SERV- 
ICES may be used for definitive 
purposes, it and its categories must 
be defined in another system of 
relationships and differences. 


- NECESSARY SERVICES ... 


Service involves performance of 
labor or duties, a meaning readily 
verifiable in any standard diction- 
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ary. Such performance is inter- 
twined so inextricably with per- 
sonnel that in referring to services 
in this sense we are in effect speak- 
ing of personnel. But major diffi- 
culties may be created (indeed 
have been!) by laxity in describing 
specific services in patient centers. 

Take the important term med- 
ical services. What is the meaning 
of medical here? Note the use of 
medical in terms of such personnel 
as medical social worker and med- 
ical technician. And consider med- 
ical when reference is made to the 
medical staff. Are ‘‘medical’”’ social 
workers and “medical” technicians 
part of the “medical’’ staff per- 
forming “medical” services? It is 
evident in this frame of reference 
that medical is being interpreted 
in a number of ways. Let us ex- 
plore this word in dictionaries of 
authority. 

Stedman’s Medical Dictionary, 
Blakiston’s New Gould Medical 
Dictionary, Taber’s Cyclopedic 
Medical Dictionary (note the use 
of medical in all these titles), and 
Webster’s New International Dic- 
tionary, define medical primarily 
as “pertaining to, or relating to, 
medicine’’.* Examine the breadth 
of “pertaining to, or relating to” 
and there can be little doubt that 
the word medical may be extreme- 
ly broad in connotation. 

On the other hand, medical may 
be synonymous with physician as 


in medical staff and sometimes in 


medical services. We have indi- 
cated that usage in this sense 
causes difficulties in our service 
concepts. Are not medical tech- 
nologists and medical social work- 
ers those technologists and social 
workers whose services pertain or 


relate to medicine? Continuing in 


the same vein, do not therapists 
and pharmacists perform services 
that pertain or relate to medicine? 
Can anyone question that nurses 
perform services that pertain or 
relate to medicine? Affirmative 
answers lead to the conclusion 
that many persons perform med- 
ical services. 

With respect toward those who 
choose the negative answer, does 


*These same dictionaries define medicine 
in terms of “the art and science of pre- 
venting and curing disease’”’ 
ical means “pertaining to, or relating to, 
the art and science of preventing and 
curing disease’. Physicians not infre- 
quently apply the word medical in a very 
technical sense: medical as differentiated 
from surgical, or medical in the sense of 
medicinal. 


Thus, med- . 


not the term physician staff better 
describe what is meant than the 
term medical staff? Isn’t physician 
services a more precise term than 
medical services*, in delineating 
what physicians do? 

Furthermore, acceptance of the 
broad interpretation of medical 
provides us with the vital con- 
necting link required by the Aris- 
totelian approach to defining (vide 
supra). The relationships in this 
system depend on whether or not 
the services are medical: those 
that are fall under the classification 
of medical services, and those that 
are not fall under the classification 
of paramedical services. In the 
broad meaning of medical, medical 
services are those that “pertain to 
or relate to medicine.”’ To compre- 


hend fully what “paramedical serv- 


ices” are, we must now learn what 
the prefix para- means. 

Webster’s New International Dic- 
tionary gives the primary defini- 
tion. of para- as “alongside of, be- 
side, at the side of,’ and so on. 
Thus paramedical primarily means 
alongside of medical, beside med- 
ical, at the side of medical, and 
so on. Could there be any better 
term to describe those services 
offered in patient centers that are 
not medical? And paramedical in 


this sense, together with medical, 


completes coverage in our system. 
Just as the physician is one of 
many performing medical services, 
so also the administrator is one 
of many performing paramedical 
services. 


SERVICES IN PATIENT CENTERS 
MEDICAL PARAMEDICAL 


PHYSICIAN PARAPHYSICIAN 


OTHER SPECIALTIES 

The totality of medical services 
found in patient centers further 
divides into two categories: those 
provided by physicians—physician 

(Continued on page 114) 


NURSING 


*It is important to note here that what 
is, or is not, “exclusively the practice of 
medicine” is not being decided. We are 
simply constructing a system of services 
in which the word medical will retain its 
primary, broad meaning. For those who 
wish, it is a correct interpretation that 
hospitals provide medical services through 
such medical personnel as residents and 
interns, nurses, technicians, therapists, 
pharmacists, and so on. In removing the 
synonymity of physician from medical, a 
meaning which the word does not lexico- 


graphically possess, battles concerning 


“hospital services” versus ‘‘medical serv- 
ices’’ become those of hospital services 


versus physician services. 
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for the handicapped — 


self-locomotion means 


HIS SPARE time, Tom O'Conner, 
~ a licensed auto driving instruc- 
tor for 12 years, gives driving les- 
sons. He offers his services as a 
volunteer to patients at the Uni- 
versity of Pennsylvania Hospital’s 
rehabilitation center. 3 
Partially paralyzed himself, Mr. 
O’Conner understands the prob- 
lems of his severely handicapped 
pupils. All of his pupils have suc- 
cessfully passed the state driving 
examination, a tribute to his skill 
and patience as an instructor. 


PRIVILEGE NOT A RIGHT 


“Statistics show that handi- 
capped persons make better and 
safer drivers than ordinary persons 
because they consider driving a 
privilege, not a right, which it is, 
and they exercise more care and 
caution in operating a car,”’ O’Con- 
ner says. 

“A driver’s permit means a job 
to these people, in many instances. 
Frequently they use their cars in 
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connection with their jobs. Many 
of them are unable to use public 
transportation because of their dis- 
abilities and a car is their only 
means of going back and forth to 
work.” 

Mental fears are more difficult 
to overcome than physical handi- 
Caps in teaching disabled persons 
to drive, O’Conner says. 

“They need encouragement and 
self-confidence more than anything 
else,” he states. “‘The fact that I 
wear braces myself gives them a 
boost from the start. The possibili- 
ty of self-locomotion, which some 


regain in learning to drive and 


which others are getting for the 
first time, is a powerful factor in 
their desire to learn. Once they get 
confidence, they will work tire- 
lessly to get the skills they need 
to drive well.” 

O’Conner gives the Pennsyl- 
vania state police who examine 
handicapped persons for their li- 
censes a pat on the back for their 


~ 


TOM O'CONNER (in car) 
talks with several 

of his former pupils, 

a secretary, a veterinary 
doctor and a securities 
salesman. 


self-confidence 


excellent cooperation. 

“The examination by state police 
quite properly is a rigid one,” he 
states. ‘““‘We don’t expect pity or 
favors and we don’t get either. But 
the courteous and friendly atti- 
tude of the police helps these can- 
didates over the psychological bar- 
rier they must pass to perform 
well on these exams.”’ 


SPECIAL EQUIPMENT 


The station wagon which O’Con- 
ner uses in giving these lessons 
has special equipment such as a 
left-footed accelerator pedal, an 
extension of the ordinary pedal, 
and a hand-operated throttle and 
brake attached to the steering col- 
umn. 

“Driving a car is fine for handi- 
capped persons,” O’Conner con- 
cludes. “It gives them self-confi- 
dence and exercise, both of which 
they need. They use muscles in 
driving a car which ordinarily are 
not in use.” 
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how and why 


South Carolina 


hospitals switched to 


standard billing forms 


W: BELIEVE that we are the first 
state to adopt, state-wide, a 
standard hospital billing form* 
(see figures 1 and 2, page 39) ac- 
ceptable to Blue Cross, the indus- 
trial commission, or any other 
party or agency. The format is 
uniform in all hospitals, for the 
purpose of billing Blue Cross or 
workmen’s compensation cases. 

In addition, we have adopted a 
uniform revenue classification for 
the purpose of billing Blue Cross 
or workmen’s compensation cases. 
This same revenue classification 
will be used eventually in most 
South Carolina hospitals to bill 


all cases for any service which 


may be rendered. 

The standard billing form was 
put into use on Jan. 1, 1957. It will 
be required as an invoice by the 
South Carolina Blue Cross plan 
and the South Carolina Industrial 
Commission. All hospitals will use 
the form for billing patients whose 
bills will be paid by either of those 
agencies. 

Most hospitals are using this 
form in a four-part, ledger-invoice 
set in their accounts receivable sys- 
tem in order to save labor by elimi- 
nating the necessity of transcribing 
charges to a separate invoice from 
their regular accounts receivable 


Ray Everett is assistant administrator, 
Roper Hospital, Charleston, S. C., and sec- 
ond vice president, American Association 
of Hospital Accountants. 


*This form was developed by the joint 
efforts of the South Carolina chapter of 
the American Association of Hospital Ac- 
countants, the South Carolina Hospital 
Association, the South Carolina Hospitai 
Service Plan (Blue Cross), the South Caro- 
lina Industrial Commission and all South 
Carolina hospitals. 
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by RAY EVERETT 


The author presents some of the ad- 
vantages that South Carolina hospitals 
have found result from using a stand- 
ardized billing form and explains the 
origin and use of this standard form. 


ledger or invoice. Hospitals not 
using this form in their accounts 
receivable system merely have to 
transcribe to the standard form 
instead of to the forms previously 
used by Blue Cross and the South 
Carolina Industrial Commission. 
The revenue Classification was 
selected after reviewing the rev- 
enue classifications of all South 
Carolina hospitals which submitted 
a list of revenue accounts to the 
committees working on this proj- 
ect. Obviously, many revenue ac- 
counts now being utilized by hos- 
pitals in this state could not be 
included; but it is felt that any 
charge for any service rendered in 
any hospital in this state can be 


properly included under one of the: 
items in the classification adopted. 


We recommended that all hos- 
pitals in the state adopt this billing 
form and revenue classification for 
uSe in their accounts receivable 
systems for the following reasons: 

@ There will be a definite labor 
saving since Blue Cross bills and 
workmen’s compensation bills are 
automatically prepared at the same 
time charges are posted and sum- 
marized, thus eliminating the need 
for transcription to other forms of 
invoices. 

@® While the form will be re- 
quired for Blue Cross and indus- 
trial commission cases, it can be 


used to bill any agency or respon- 
sible party. 

® Hospitals will be able to com- 
pare more accurately their billings 
with those of other hospitals due 
to the uniformity of the revenue 
classification. 

@ Patients going from one hospi- 
tal to another will receive similar 
statements which will enhance 
public relations. 

@ Billing can be maintained 
more expediently. 


ADAPTABLE FOR POSTING 


The standard form was designed 
to be utilized with either the Bur- 
roughs Corporation or the National 
Cash Register Company movable 
carriage machines. The form can 
be adapted for hand-posting by 
printing horizontal lines in the 
posting area in order that hand- 
posted figures may be kept in 
alignment. The form is equally ac- 
ceptable for billing purposes using 
a machine-posted, hand-posted, or 
typewritten invoice. Hospitals using 
manual systems are requested to 
send in typewritten invoices unless 
they utilize the form with horizon- 
tal lines printed in the posting area. 
- All printed data above the col- 
umnar headings have been ar- 
ranged to facilitate typing. Type- 
writer line spacing has been co- 
ordinated down and across the 
form. Addressograph can also be 
used to enter patient data if de- 
sired. 

The “bill to” section for the ad- 
dress of the responsible party fits a 
window envelope thus giving an- 
other labor saving. The “insurance 
data” section of the form allows 
spaces for various types of infor- 
mation depending on whether the 
case is a Blue Cross case, a case 
having commercial insurance, or 
a case covered by workmen’s com- 
pensation. Only the information 
pertinent to the case is inserted 
in this section. 

For uniformity we recommend 
that the summary of charges below 
the vertical posting columns be 
completed on all forms even though 
it may not be necessary in some 
cases. 7 

‘On the average, columns 1 
through 7 will contain between 
80 to 90 per cent of all charges 
posted. Charges in column 8 will 
be coded from the key shown at- 
the bottom of the sample forms, 
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Rietory No 


Pasiont Freeman, William F. 


Aetna Surety and Casualty Co. 
1300 Pickens Street 
Columbia, South Carolina 


| CERT. NO 


| TYPE OF 
| CONTRACT 


ROPER HOSPITAL 


CHARLESTON. S C 


INSURANCE DATA 


“Room ‘No. | Clase) 


Rute 


Daye 


| 


1-1-57%_ 3 A.W 1 8,50. 


POLICY or 
GROUP NO 


IC File No 


Carrier File No 


nour 120 P nour 3315 P 33 Hayne Street 
Dr. John Priestly Charleston, South Carolina 
15.00 +15.00+12.00# 3.20+ . 5.00+| &.50+/10.00+ 10 69.506 
2.40410.C 8.50 + lUAN 2°57 95,9060 
10.00 4 | 1.204 | | JAN 357 115.600 
| | 8.50+| ‘JAN 124.106 
| | 8.50+| JAN 5'57 132.600 
2.40 4 8.50 + JAN 6557 143.500 
| 8.504 JAN 7°57 152.000 
8.504] 600+} 2 JAN 8°57 166.508 
| 6.004]. 2 JAN 9°57) 172,508 
| 
Vor Meapital By: | 
Marton 
< Charges to Patient 8 
‘ 38. Ambulance Due From Patient 
25. Tel. Service 
 BUNDERED BUT NOT INCLUDED ABOVE WILL BE BILLED LATER 
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and this code will be entered in | Tue We 
column 9. Of the ‘miscellaneous - 
charges” in column 8 only items 
1 through 11 are approved by Blue es ROPER HOSPITAL 9e1 
CHARLESTON. S. C. Date [Room No. | Cie I 
Cross. Thus analysis of miscellane- Martin, Wires, Prank A. 
ous charges for Blue Cross pur- gata 
poses is facilitated. pouacy or 
° i Bilt Blue Cross | GROUP NO. 092200 Ic File No 
Column 10 will contain only 4 P. 0. Box 867 ee Emp. Code Ne 
G C. Carrier Code No 
payments on account, thus allow- Ward Comp. Fie Me 
eave nese eave | ri or 
ing daily cash receipts to be bal- | Prank A. Martin 
anced with the amount posted to Charleston, S.C. 
Code for 
he columns with 20.004 5.154 5.00+| 8.50+10.00+, 4 | 157 93.650 
the various revenue headings 2.204 4.10412.00+| 8.50+ | UN 257% 120.450 
made to reduce machine carriage | 4.204 | 15.004] 1.35+| 25 | UAN 35% 142,008 | 
travel and to keep motor-bar oper- | 3.254 5.00+/15.00+| 210+) 25 | UAN 4°57 166,350 
ations to a minimum. Space for the 20.00% | 
t f th 2.154 15.00 + | VAN 208.500 
signature 0 person preparing | 15.004 
the bill has been left in the lower 1.504 1.754 | | JAN 857 226.75¢ 
left corner of the posting: area. | | | 85) 
We feel that all pertinent data | | | 
| | | 
necessary for billing and collection | | | 
follow-up can be maintained on | | | 
this ledger-invoice set. Data other tr Beene Se | | | 
than that called for in the spaces 4 Moor | | | 
on the form can be placed on the J o- 25. 22.06) +0 22675 
reverse side of the ledger copy 7,90) + Fe 
which is the permanent accounts 
. Transfusion Fee Cretoscope 20 
ts. fel, Service 
USED FOR ‘“‘MEDICARE’’ Rentals Met. Sure RENDERED BUT Nor INCLUDED above Wik BILLED LATER 
Since the form is standardized fig. 1—example of a Blue Cross case 
state-wide, we have obtained per- 
mission to use it in lieu of filling fig. 2——example of a workmen’s compensation case 
| sun | mon | tue | weo | THU | Fei | sat | in items 22, 24, 25, 26; and 27 of 


Form DA 1863, on “medicare” pa- 
tients—another labor saving. 

The idea of the columnar-type 
ledger and invoice for hospital use 
in accounts receivable accounting 
is not new. This type of form has 
been used in South Carolina since 
1953; and since that time we have 
been working on the project which 
has culminated in the adoption of 
the standard form. 

We feel that a progressive step 
has been taken in standardized 
accounting in South Carolina hos- 
pitals. 

@® Our hospitals should save 
thousands of man-hours annually 
from the labor-saving elements 
inherent in the use of this form. 

@ Hospitals will also reap the 
benefit of comparative statistics 
which can now be compiled. 

@ Insurance carriers for work- 
men’s compensation cases will now 
receive uniform bills except for 
variations in rate structures. 

@ Patients will gradually come 
to know and understand hospital 
bills because of this uniformity. 8 
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T IS NOT necessary for hospitals 
to have specially designed fa- 
cilities or large budgets to build 
film libraries. For example, Lan- 
kenau Hospital—within a period of 
two and a half years—has acquired 
11 health and safety films which 
have been shown to over 11,000 
people. None of these films were 
bought by the hospital. Each film 
was a gift or presented to the hos- 
pital on a permanent loan basis. 
Our hospital does have an audi- 
torium with a projection room in 
the rear equipped for showing both 
slides and films. While all hospitals 
may not be this fortunate in their 
facilities, most of them do have a 
room where a screen and projector | 
could be set up and an audience 
accommodated. 
Even though Lankenau has these 
ideal physical facilities, we still had 


In hea Ith no funds to purchase films for a 


seeing is believing— > 


the role 
oft films 


library when our community health 
education program began to func- 
tion early in 1954. By September 
of that year, however, we had ac- 
quired a color, sound film, Gate- 
way to Health, which was con- 
cerned with good nutrition and 
dental health. It was a gift from 
a local supermarket. | 

Within another month we had 
several more films. One, Treatment 


education 


by KATHERYN E. LANGWILL, Ph.D. 


Katheryn E. Langwill, Ph.D., is director 
of health education, Lankenau Hospital, 
Philadelphia. 
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Where to acquire suitable films and 
how to use them to reach more people 
are questions the author helps answer 
as she describes how Lankenau Hos- 
pital built their film library. 


of Amebiosis, was the gift of a 
pharmaceutical company. Its use 
is limited but it has been well re- 
ceived by senior science students 
in high school. We did contact other 
pharmaceutical houses for films but 
found that the majority of such 
films are produced specifically for 
physicians—few are suitable for 
lay audiences. An exception is, Rx, 
or, The Story Behind your Doctor’s 
Prescription, which has been loaned 
to us on occasion for lay groups. 
It highlights the intensive research 
sponsored by the pharmaceutical 
industry. 

Through contact with an execu- 
tive of a subsidiary of a surgical 
dressing supply house, we obtained 
a copy of the film, Molly Grows Up, 
which is the story of menstruation. 
This film has proved most popular 
with scout troops where the age 
range for the girls is from 10 to 
iZ years. 


FILMS HELP PREPARE PARENTS 


Each year Lankenau holds four 
classes of six lecture-demonstra- 
tions each for expectant parents. 
The classes are held in the eve- 
ning so the fathers as well as the 


Below: a class for diabetics is held in Lan- 
_ kenavu Hospital's auditorium. Opposite page: 
this film strip is from the American 
Hospital Association's film, Health Careers. 
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film library 


mothers may attend. At five of the 
six meetings films are shown. At 
the first meeting, Human Repro- 
duction is shown. This film was a 
gift from a diaper service in the 
city. Although a graduate nurse 
associated with this diaper service 
organization acts as director of 
these classes, there is nothing com- 
mercial about the course. 
Recently a new color film on the 
birth of a baby has been made 
available to us. This film has been 
shown at the beginning of the sec- 
ond class. At the third meeting, 
the film, Baby Goes Home, is shown 


_and is the springboard from which 


the nurse starts discussion 
based on, Around the Clock with 
Baby. 

When nursing the infant and 
formula preparation come up for 
discussion, one of the national dis- 
tributors of canned milk loans us 
a film which. gives instruction on 
asceptic as well as terminal sterili- 
zation of the baby’s formula. 

Since accidents kill more chil- 
dren below school age than all the 
diseases combined, we start the 
last meeting with a film entitled, 
Mrs. Hazard’s House, which points 
out many of the causes of home 
accidents among children. We have 
this film on permanent loan from 
an insurance company. 

The response to the classes has 
been most enthusiastic. When a 
eouple misses a lecture, they often 
come back for that particular one 
in the next series. News of our 
classes spread to a nearby city and 
nurses from a hospital there have 
come to observe the classes on sev- 
eral occasions. 

A most recent addition to our 
is entitled, Golden 
Heritage. It depicts the history of 
agriculture from Biblical to mod- 
ern times and features the selection 


-and breeding of Guernsey cows 


with special emphasis on the pro- 
duction, processing and distribu- 
tion of milk. This film was given 
to our library by a local dairy. 

Other films in our library have 
been given to us on-a permanent 
loan basis by another life insurance 
company and the American Cancer 
Society. We report to them peri- 
odically on the number of showings 
of each film and the number pres- 
ent at each showing. 

All our films are carefully 
screened by members of the Health 


Education Committee of the med- 
ical staff. Donors of our films have 
been satisfied with having a trailer 
put on the film indicating it was 
their gift to the Health Education 
Department of Lankenau. 


USED IN OTHER AREAS 


In areas other than health edu- 
cation where films are used solely 
on a rental or loan basis, no at- 
tempt is made to build up a library. 

The school of nursing at Lan- 
kenau uses films to supplement lec- 
ture material and also to give the 
students information in areas that 
cannot be demonstrated in a gen- 
eral hospital. For example, some 
communicable diseases are almost 
never seen in a general hospital— 
yet the nurse must know the clini- 
cal symptoms, treatment and nurs- 
ing care required by such patients. 
Films put out by the various drug 
companies visually bring such sub- 
jects as the action and effects of 
the newest drugs or the importance 
of fluid balance into the classroom. 

Each student nurse is a potential 
teacher and some of the films put 
out by the American Cancer So- 
ciety help her understand how to 
approach lay groups with preven- 
tive medicine programs. Films on 
human relations, team concept of 
patient care and guidance are also 
used in social science classes for 
the nurses. 

Films illustrating procedure in 
various areas such as medical and 
surgical nursing, obstetrics, pedi- 
atrics and in the more specialized 
fields of plastic surgery and heart 
surgery are shown the _ student 
nurses. Films also have their place 
in the instruction of medical tech- 
nicians and in interns’ and resi- 
dents’ teaching programs. 

The personnel department of the 
hospital is an area in which films 
are used for employee and super- 
visory training and instruction in 
safety against fire, disasters and 
accidents. | 

In addition to the sources of films 
already mentioned, the American 
Hospital Association has a film li- 
brary from which films on public 
relations and employee education 
may be rented. Federal agencies 
and state departments of health, 
particularly the Division of Public 


Health Education, may also be con- 


tacted for films suitable for lay 
audiences. 
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e disposition of the injured 


IRE WHICH destroyed a social 

hall in which nearly 1,400 peo- 
ple were enjoying an oyster roast 
on Jan. 29, 1956, killed 10 and in- 
jured more than 250 persons. The 
hall was located in Anne Arundel 
County, near Baltimore, Md. Re- 
ports of a crucial lack of organiza- 
tion at the site of the disaster and 
the concentration of three-fifths of 


the injured into a single hospital - 


led to conferences among the staff 
members of the health service of 
the Baltimore City Civil Defense 
Organization, the Baltimore Hos- 
pital Council, and the Baltimore 
City Health Department. Out of 
these conferences emerged an in- 
formal ad hoc committee repre- 
senting these interests; and a short- 
term inquiry into the facts. 


Material in this article is abstracted 
from “Emergency Medical and Hospital 
Care in the Arundel Park Fire and the 
Odenton Train Wreck,” a report prepared 
by a committee representing, jointly, the 
Baltimore City Civil Defense Health Serv- 
ice and -The Hospital Council, Inc., of 
Balt more. 
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Evidence of a critical lack of or- 
ganization among rescue agencies fol- 
lowing a disastrous fire near Baltimore 
in January 1956 prompted the appoint- 
ment gf an informal committee to 
make a short-term inquiry into the 
facts. Before the study was completed, 
a second disaster—a train wreck—oc- 
curred under somewhat similar cir- 
cumstances and was added to the study. 
This material, abstracted from the com- 
mittee’s report, outlines the problems 
presented in such accidents and sug- 
gests improvements in plans and prac- 
tices for handling mass casualties. 


Before the inquiry was com- 
pleted, a train wreck under some- 
what comparable circumstances, at 
Odenton, Md., also near Baltimore, 
on Feb. 23, 1956, offered so many 
useful points of comparison that 
the inquiry was broadened to in- 
clude it as well. 

The inquiry was limited to the 
organization of medical care at the 


site, the distribution of the injured, . 


2 


and the reception of the injured in 
the hospitals. to which they were 
sent. The goal of the inquiry was 
simply to find out what problems 
are presented in such accidents, 
and what improvements in existing 
plans and practices might be sug- 
gested. The committee making the 
study did not intend, and was not 
empowered, to take specific action 
other than making constructive 
recommendations. 

The official agencies which the 
study committee represented are 
limited in their jurisdiction to Bal- 
timore. The occasion for their in- 
quiring into two disasters near but 
outside the city arose from the 
fact that all victims of the first, 
and many from the second, were 
brought to Baltimore hospitals. 

The inquiry consisted of: inter- 
views—some tape recorded—with 
authorities, with disaster partici- 
pants, and with other investigators. 
Questionnaires were sent to many 
of those who were subjected to the 
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fire. The report of the Anne Arun- 
del County investigation, con- 
ducted by members of state and 
county police on behalf of the 
county commissioners, was useful 
to the committee. Where state- 
ments from different sources con- 
flicted, no attempt was made to 
choose the “right” one. 


THE NATURE OF THE PROBLEM 


A disaster, for present purposes, 
may be defined as a massive acci- 
dent which throws upon the med- 
ical system of a community a sud- 
den excess of patients in urgent 
need of emergency treatment, and 
at a rate greater than the system 
is normally adjusted to absorb. Ex- 
tensive study of disasters in a num- 
ber of cities over several years 
has revealed certain problems 
which are-common to all of them 
and tend to heighten their disrup- 
tive effect and to delay recovery 
to the normal state. The question 
is, what improvements are possible 
in méthods of intervention to di- 
minish the effect of these prob- 
lematic factors? | 

One set of problems concerns 
the convergenee upon the accident 
site of a wide variety of uncoordi- 
nated rescue agencies. These rescue 
agencies include proféssional secu- 
rity forces, semitrained personnel, 
and volunteer civilian fire fighting 
companies and individuals. In areas 
just beyond the limits of large 
cities there is even greater variety 
of rescue agencies such as local, 
county, and state police, volunteer 
fire companies, rescue squads, and 


ambulance companies. For 


ample, the Arundel Park fire drew 
60 pieces of equipment manned by 
52 companies from 35 towns, as 
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well as four separate police forces 


- and some air force personnel. Those 


rescue agencies at the Odenton 
train wreck included several addi- 
tional fire companies from a wider 
area, as well as railway police, 
military police from Fort Meade, 
and men of the Federal Bureau of 
Investigation. Even aside from the 
problems of behavior exhibited in 
traffic and sightseeing crowds, this 
convergence of rescue groups, with- 
out coordination either with each 
other or with the medical system 
itself, constitutes a major area of 
difficulty. 

Communications present another 
set of problems. These communica- 
tions include intercommunication 
among agencies with different radio 
frequencies, notification of medical 
and paramedical personnel needed 
at the site, alerting of hospitals 
and interauthority liaison in plan- 
ning for traffic control and vehicle 
flow. 

The problem which first arises, 
therefore, is that of organization at. 
the site. This includes the estab- 
lishment of authority over crowds 
and vehicles, over access by rescue 
equipment, over flow of casualties 


from the site to remoter treatment 


centers, and over the organization 
of the site to permit different func- 
tions to be focused at different 
points. All of these nonmedical 
functions of authority, it is sug- 
gested, should be grouped under 
the heading of. ‘“‘ccommand’’. Medi- 
cal authority, which comes under 
the term ‘“‘control’’, has to do with 


the establishment of aid centers, 


triage points, treatment, flow and 
use of medical supplies, and direc- 
tion of ambulances. 

Distribution of the injured also 
offers problems. One great difficul- 
ty is the lack of central control 
over ambulance movement. An- 
other is the uncontrolled movement 
of private cars, police cars, and 
other volunteer vehicles taking in- 
jured to doctors and hospitals. In 
the two Anne Arundel County dis- 
asters there was the additional 
problem of indefinite city-county 
jurisdiction and lack of coordina- 
tion. This problem will present it- 
self wherever disaster victims must 
be moved from rural sites into city 
hospitals. Movement toward some 
sort of area-wide planning is in- 
dicated as one more area of in- 
vestigative concern. 


Finally, hospital reception facili- 
ties and planning for disaster aid 
differ widely. Hospital communica- 
tions facilities are likely to be in- 
adequate in major emergencies. 
Parking and discharge facilities in 
urban hospitals are usually very 
limited and the control of excited 
crowds of anguished. relatives is 
often beyond the hospital’s ability. 
Distribution of medical personnel 
between hospital and disaster site 
may demand immediate decision. 
The utilization of volunteers may 
distract the attention of the staff. 
Coordination of Red Cross and 
civil defense services may, in 
larger disasters, present the same 
problems which confront the whole 
medical system in attempting to 
integrate its efforts with those of 
the nonmedical agencies. 


STRUCTURAL CHARACTERISTICS 


The problems raised by any 
given disaster will vary with the 
time structure, spatial structure, 
and such internal characteristics of 
the event as the destructive agent 
and the nature of the affected pop- 
ulation. Disaster research in recent 
years has developed structural 
‘“‘models” of familiar disaster types 
according to these variables. Of the 
four major types of civil mass ac- 
cidents, the most frequent is that 
marked by brief, restricted impact 
with minimal warning. In this type, 
the accident happens fast and ends 
soon. Rescue must be prompt, but 
once it is accomplished, attention 
can turn back to the routines. In 
this type of disaster the problems 
of organization must have been 
solved in advance, as contrasted 
with slower-developing types of 
impact, such as floods and epidem- 
ics, in which organization can grow 
while impact spreads. 

In this most frequent type of 
disaster, to which the two mass 
accidents in Anne Arundel County 
belong, the period of impact is fol- 
lowed by a period of isolation dur- 
ing which the survivors have only 
each other to turn to for help. The 
next stage is that of rescue, domi- 
nated by first aid and distribution 
of the injured to treatment centers. | 
This stage is succeeded by a reme- 
dial period marked by medical and 
social care under professional guid- 
ance. The later stages are rehabili- 


tation and return to normal. 


In disasters of this type, behavior 
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in the rescue state is marked by 
two so-called “syndromes”, both 
of which require authoritative han- 
dling. One, chiefly among the vic- 
tims, starts with dazed, wandering, 
erratic behavior, followed by ex- 
treme suggestibility, sometimes 
euphoria. This in turn often is 
followed by hostility toward rescue 
and rehabilitation forces. The other 
syndrome, usually among bystand- 
ers, rescuers, and anxious relatives, 
is marked by a rather blind—or at 
least unperceptive and disorgan- 
ized—eagerness to take some sort 
of helpful action. 

Whereas in the small accident 
many people will hurry by or stand 
back, unwilling to be involved, the 
larger wound to the community 
acts as a sort of emotional magnet. 
People hurry to it like leucocytes 
toward a focus of infection, and 
their behavior is marked by over- 
anxiety to “do something” such as 
donate blood, drive cars and give 
orders. These behavior syndromes 
must be anticipated and prepared 
for, both at the site and often in 
the receiving hospitals. 


COMMITTEE RECOMMENDATIONS 


The investigating committee 
found that in both Anne Arundel 
County disasters these syndromes 
created difficulties for everyone 
concerned. They were particularly 
marked in the Arundel Park fire. 
In both the fire and the wreck 
there were extremes of conver- 
gence behavior, communications 
were faulty, coordination among 
authorities was defective and com- 
mand over the people and vehicles 
at the site was poor. Control over 
the medical phases of organization, 
first aid, and ambulance distribu- 
tion was unsatisfactory. 

These findings, which summarize 
the collected information on be- 
havior at the two accident sites, on 
ambulance distribution of the in- 
jured, and on reception at one of 
the hospitals, were used by the 
committeé as bases for its recom- 
mendations: 

1. A scale of disaster magnitude 
should be agreed upon, based on 
estimated number of casualties. In 
a rural volunteer system, the “home 
company” (fire or ambulance) 
should call in only such rescue re- 
sources as are specified by the mag- 
nitude of the situation at hand. 

2. Every local fire, ambulance, 
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and police headquarters, as well 


as county and state headquarters, - 


should be kept alert to existing 
plans, particularly as to what au- 
thority must be notified first. In 
all cases, the chief medical author- 
ity should not be lower than second 
on the priority list. 

3. In accidents of predetermined 
magnitude, notification of hospitals 
that they may expect casualties 
should be the function of the med- 
ical authority, through such person 
as this authority may designate. 
Hospitals should be prepared to 
supply and coordinate information 
for use by the medical authority. 

4. All ambulances within a given 
jurisdiction should be under a cen- 
tral medical control, through such 
person as the medical authority 
may designate, and should com- 
municate regularly with this per- 
son. If possible, all distribution 


_ should be directed from the site, 


with adequate communication to 
the receiving jurisdiction. 

5. The first physician to reach 
the site should assume medical 
control until relieved by any other 
person designated by proper au- 
thority, according to plans. State 


police should know the identity . 


and functions of the physician in 
charge. The state police should, in 
turn, notify county or local police 
that this physician is in full medi- 
cal control. 

6. It is essential that an aid 
point be set up at the disaster site, 
and all arriving medical and para- 
medical personnel should be as- 
signed there. The area should be 
kept clear by police, and the in- 
jured should be concentrated there 
under police protection. 

7. Later-arriving medical and 
aid personnel should be required 
to report to the first-arriving or 
officially designated chief physi- 
cian, and should be deployed by 
him as needed. 

8. All ambulances should report 
to the physician in charge at the 
site, and be directed by him. Am- 
bulance drivers should report to 
their central control by radio, say- 
ing where they have been directed 
to go; if the central control has 
knowledge that the designated hos- 
pital is filled, it should be empow- 
ered to redirect the ambulance. 

9. Where the health officer, when 


‘notified, deems it proper, he should 
direct the opening of the health. 


center or casualty clearing station 
nearest the site, alert those who 
are to man it, and make sure that 
the physician in charge at the site 
knows that this center, as well as 
its equipment and supplies, are 
available to him. 

10. The civil defense director for 
the jurisdictions affected should be 
among the first notified. There 
should be an understanding that 
the equipment, supplies, and per- 
sonnel of the Civil Defense Ad- 
ministration are available upon 
direct appeal to the director, even 
in disasters short of defined civil 


defense emergencies. 


11. Each jurisdiction should des- 
ignate in its disaster plan a medical 
authority to be the primary source 
and sanctioner of medical control 
at the site. 

12. Municipal, county, and state 
police, and federal forces such as 
military police or FBI should have 
preconcerted agreements regard- 
ing jurisdiction, function, and au- 
thority at what may be designated 
“emergency sites.’’ Crowd control, 
vehicle flow, aid-center clearance, 
and support of the medical author-. 
ity are among the many police 
functions to be performed. They 
could be preallotted, and with 
some practice be concerted at dis- 
aster sites. 

13. Radio and television stations, 
through their regular organiza- 
tions, should be asked to adopt, 
for sudden mass accidents, some 
such formula as this, for spot an- 
nouncement: 

“X is taking place (omit loca- 
tion). E number are involved. Cas- 
ualties are occurring. All unau- 
thorized persons are urged to stay 
away. Crowds-of bystanders and 
crowded traffic lanes cost the lives 
of many victims. Medical and 
nursing personnel are urged to call 
their respective hospitals or to stay 
near their usual telephones. They 
may be urgently needed.” 

14. Hospitals should be in posi- 
tion to have communication facili- 
ties available for use in times of 
emergency. 

15. Each hospital should have 
an adequate disaster plan. This 
plan should be well known by 
the medical, nursing and auxiliary 
staff. The staff should be given 
training in the handling of mass 
casualties under emergency condi- 
tions according to this plan. . 
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aspects of a fire 


can be — 


matter life death 


HEN PEOPLE enter a _ public 

building, they expect that 
every precaution has been taken 
by the persons in charge of that 
building to protect them from in- 
jury in case of fire. If a fire should 
break out they have every reason 
to expect that the persons employed 
in that building will know what to 
do. This is particularly true of a 
hospital. 

A technically faultless fire safety 
program, however, can fail if the 
human aspects of the program 
break down. One of the most dan- 
gerous human attitudes in this re- 
spect is a false sense of security: 
the belief that “it can’t happen to 
me.”’ 

Persons killed crossing the street 
undoubtedly had heard or read of 
scores of other people who were 
killed the same way before it hap- 
pened to them. We all read about 
those killed as a result of blowouts 
or other mechanical failures. at 
high speeds. Does this make us 
slow down? Not-on your life. © 

It seems to be part of human na- 
ture to boast about the dangers we 
undertake, how we should have 
killed ourselves but didn’t. Perhaps 
the underlying thought that gov- 


erns this part of our natures is the 
idea that we have a right to do 


what we please with our own 
lives. 

Most people will agree with this 
fundamental principle with one 
exception. Upon this exception our 
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by D. A. DUNLOP 


The author discusses the human at- 
titudes and actions that could cause a 
technically faultless fire safety pro- 
gram to fail. 


whole civilization survives: We 


only have the right to do what we 


please with our own lives if we do 
not affect the rights, privileges or 
lives of other people. 

As long as we maintain a Civi- 
lized society, every person within 
its confines will have an obligation 
to his fellow man. No person can 
avoid it. Laws have bean estab- 
lished for the punishment of those 
who do cause injury or death to 
others. An even more important 
factor, however, in upholding this 
principle is the mental anguish 


“which the guilty person must suf- 


fer—whether he is punished by 
law or not. Since the eventual at- 
tainment of peace of mind is the 
objective of most men and women, 
the process that brings this about 
precludes the possibility of acquir- 
ing a guilty conscience enroute. 


ADMINISTRATOR'S BURDEN 


Some people are in positions 
where they have:a greater respon- 
sibility than others for their fellow 
man. Hospital administrators fall 
into this category. Generally they 
are the persons who, under law, 
are charged with the responsibility 
of safeguarding hospitals and pa- 
tients under their jurisdiction. This 
places the burden of a fire safety 
program on the administrator. He 
must create an efficient safety or- 


ganization and an attitude of con- 
stant vigilance on the part of every 
member of the hospital staff. 

Despite their burdens, however, 
some administrators are inclined 
to act in spasms. They bécome very 
fire conscious for short periods and 
then return to the complacent “it 
can’t happen here” attitude. We 
are all inclined to do business on 
the basis of first things first—and 
unfortunately a fire never gets to 
be first until it happens. Then it is 
too late. 

Some hospital boards of trustees 
are inclined to adopt this same at- 
titude when establishing a budget 
for fire prevention. The knowledge 
that a fire hazard exists and there 
is not money to correct it can de- 
moralize an efficient fire prevention 
organization. Money ‘is a scarce 
commodity around.a hospital, but 
the specific function of a hospital 
is to save lives and this purpose is 
utterly defeated if, through lack of 
funds or improper budgeting, a 
condition is allowed to exist which 
could create a fire, destroy the hos- 
pital, and take the lives of patients. 

Sincerity of purpose is another 
prime requisite on the part of the’ 
administrator if an effective fire 
prevention program is to be estab- 
lished and maintained at peak ef- 
ficiency. The hospital staff must be 
impressed with the importance the 
management attaches to the fire 
safety program at every opportun- 
ity, by example and encourage- 
ment. No employee should be al- 
lowed to believe that carelessness 
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in any degree will be tolerated. 
Any fire safety program can be 
only as effective as the interest 
shown in it by those expected to 
participate. 


TYPE OF ORGANIZATION 


In initiating a program of hospi- 
tal safety, the administrator should 
first decide what type of organiza- 
tion would be best suited to his 
particular hospital, taking into 
consideration the number of pa- 
tients, the size and construction of 
the building, the number of exits 
and the availability of outside as- 
sistance in the event of fire. 

When he has determined the 
type of organization required he 
should proceed to bring the organi- 
zation into being. There should be 
no letdown until every detail has 
been determined. If the adminis- 
trator, through pressure of other 
work,;is unable to give the atten- 
tion required for the continuous 
functioning of the organization, he 
should appoint some other respon- 
sible employee to head the organi- 
zation. 

The first consideration of the 
person so appointed should be es- 
tablishing a fire-safe hospital. Any 
other duties should be secondary, 
requiring only part-time attention. 
Only in this way can proper in- 
spections be carried out and the 
respect of all employees for the 
program be maintained. The ap- 
pointee’s interest in his work will 
be largely a reflection of the inter- 
est of management. 

The administrator should back 
up the head of the organization by 
carrying out all his reasonable 
recommendations and remedying 
weaknesses when he reports them, 
The support and confidence of the 
administrator will help enlist the 
cooperation of all the members of 
the fire safety organization and the 
employees in general. 

In planning a safety program for 
a hospital, four items should be 
considered in the following order: 
1. Fire prevention program 
2. A method of transmitting an 
alarm to the local fire department 
and the hospital staff 
3. Evacuation procedure 
4. Firefighting technique 


FIRE PREVENTION 


Fire prevention is, of course, at 
the head of the list because if there 
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is no fire there will-be no need for 
the remainder of the program. Fire 
prevention, to be carried out effec- 
tively, includes many things. The 
following are a few of the items 
that are sometimes overlooked: 

® Some hospitals are compelled to 
employ people for their mainte- 
nance staffs at rates of pay not 
comparable to those prevailing 
elsewhere. As a result, the type of 
person who would be most desir- 
able from a fire prevention stand- 
point may not be available. 

For example, persons employed 
under such conditions often cannot 
read, write, or speak English and 
therefore are unable to understand 
written fire orders or warning 
signs. Many of these people have 
never been. employed previously 
in a hospital and are unfamiliar 
with the added precautions neces- 
sary in such institutions. 

They have been found perform- 
ing duties of a potentially danger- 
ous character without the neces- 
sary knowledge or education to 
safeguard the. hospital from fire. 
Unfortunately, the fact is not gen- 
erally recognized that such low 
paid employees should not be ex- 
pected to undertake responsibility 
for fire prevention without special 
guidance. 

@ Another point that is sometimes 
overlooked is the turnover which 
generally occurs in a low paid staff. 
Many employees do not remain 
long enough to become thoroughly 


- indoctrinated in a safety program. 


Therefore, care should be exercised 
in allotting duties to these em- 
ployees. They should never be as- 
signed unsupervised tasks where 
mistakes or carelessness could re- 
sult in a catastrophe. 

@ Lower paid employees are not 
the only employees likely to be 
negligent in the performance of 
their duties, however. Some of the 
most costly acts of carelessness are 
performed by persons who, by rea- 
son of education and responsibility, 
should be looked upon to show 
leadership in safeguarding the hos- 
pital and its occupants. Extreme 
care should be exercised by doc- 
tors, nurses, anesthetists, pharma- 
cists and other technicians, not only 
because of the tragic results their 
carelessness may have, but also 
because of the effect their actions 


may have on the conduct of others. | 


If they disregard safety rules, other 


employees will not be convinced 
of the necessity for care on their 
part. Fire prevention requires the 
cooperation of the entire staff. 
There is no room for laxity on 
anyone’s part. 


FIRE ALARMS 


Fire alarms in hospitals have 
been the subject of debate. The ex- 
citement generally prevalent dur- 
ing an alarm and its possible effect 
on patients precluded the installa- 
tion of adequate fire alarm systems 
for many years. Systems especially 
suited to the needs of hospitals 
have been developed, however, and 


automatic and manually operated 


systems are rapidly being installed. 
Because mechanical devices can 
fail, every safety program should 
also include an alternate method 
of sounding and confirming an 
alarm. 

Where rescue operations may be 
the most important service a fire 
department can render, it is im- 
portant that there be no delay in 
transmitting an alarm of fire. No 
employee should be permitted the 
freedom of self-determination as 
to whether the fire department 
should be called in the event of a 
fire. Many disastrous fires have de- 
veloped from small blazes because 
of the misjudgment on the part of 
someone. who believed he could 
“handle” a fire himself and delayed 
turning in the alarm to the fire 
department. 


EVACUATION PROCEDURE 


The safe evacuation of patients 
and staff from a hospital in event 
of fire will depend upon the fore- 
thought and planning given this 
problem. Whatever method is used 
must be inculcated into the minds 
of every member of the hospital 
staff. It is not practical to hold fire 
drills in most hospitals and for this 
reason, the response to an alarm 
cannot be predetermined exactly. 
It is of the utmost importance, 
therefore, that all members of. the 
staff be reminded regularly of their 
obligations in the evacuation pro- 
cedure and the action which they 
will be expected to take should a 
fire occur. | 

Panic is generally the result of 
lack of forethought and forethought 
can be developed through educa- 
tion. Therefore, if panic is to be 

(Continued on page 114) 
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Chairman Dr. Sarah Hardwicke: It 
might be well to start off by asking 
if we have a problem of staphylo- 
coccal infection in hospitals. 


Mr. Sidney Liswood: I don’t think 
there is a hospital that is free from 
this kind of infectious situation, if 
their reporting is accurate. One in- 
stitution not too far from Toronto 
had to close down several floors 
because of.endemic staphylococcal 
aureus infection. Another institu- 
tion had to do the same thing in 
the Province of Alberta. 

Chairman Hardwicke: As a matter 
of fact, out there, I understand, 
it was so much of a problem that 
actually the health department 
took official notice. 

Mr. Liswood: The health depart- 
ment and the Province of Ontario, 
too. 

Chairman Hardwicke: We certainly 
don’t want to point our finger at 
Canada. We know it exists in the 
United States. 

Dr. Chester Howe: Yes, I think 
there is a definite problem here, 
too. The question in my mind is 
how much greater, if any, the 
problem is now than it was before 
the days of antibiotics. Following 
a decline in infection rates after 
the advent of antibiotics, perhaps 
we are returning to normal levels 
—or even higher, as resistant or- 
ganisms develop. I am speaking of 
surgical patients and here there 
are many things besides the anti- 


48 


DR. CHESTER W. HOWE (center) emphasizes a point to fellow participants SIDNEY LISWOOD 
(left) and DR. MARK H. LEPPER, prior to the symposium on cross infections in hospitals. 


Contrary to the hopes of many, the problem of infectious disease in hospitals 
has not been eliminated by the advent of antibiotics. If anything, incidence of 
staphylococcic disease and other cross infections in hospitals seem to be in- 
creasing. 

HOSPITALS, Journal of the American Hospital Association, recently invited 
Dr. Mark H. Lepper, professor of preventive medicine at the University of 
Illinois College of Medicine; Dr. Chester W. Howe, associate professor of 
surgery at the Boston University School of Medicine, and Sidney Liswood, 
administrator of The New Mount Sinai Hospital, Toronto, to participate in a 
symposium examining the factors involved in keeping the hospital as aseptic 
as possible. The symposium, held in Chicago, was moderated by Dr. Sarah H. 
Hardwicke, secretary of the American Hospital Association’s Council on Profes- 
sional Practice. A transcript of this symposium, with some condensation, follows. 
A comprehensive reference list, collated by the panel, appears on page 66. 


biotics that enter the picture, such 
as the host factor, longer opera- 
tions on older patients, and new 
techniques requiring different per- 
sonnel on the wards and in the 
operating rooms. 

Blowers in England has reported 
on a hospital being closed because 
of postoperative staphylococcal 
wound sepsis. I recently heard that 
two hospitals in Texas had been 
closed for that reason. You could 
cite numerous reports in the litera- 
ture attesting to the fact that there 
is a serious problem. But I think we 
ought not to be too sure that it 
is only staphylococcal disease that 
has increased because there are 
some reports indicating that gram- 
negative infections may also have 
increased. 

Right here in Chicago, Jerome 
Landy and the bacteriologist at the 
same hospital, who were among the 
first to report about staphylococcal 


trouble, now are reporting that 
their earrier rates for staphylococci 
in personnel and wound infection 
rates in patients have diminished 
and that enteric organisms, as they 
call them, have increased. 

Mr. Liswood: What do you mean 
by gram-negative? 

Dr. Howe: Gram’s method is a way 
of differentiating bacteria. Certain 
ones (gram-positive) retain stains 


when treated subsequently with 


alcohol. Others decolorize and are 
called gram-negative. I am think- 
ing particularly about the intesti- 
nal. flora—Escherichia Coli, Aero- 
bacter aerogenes, pseudomonas, 
proteus, etc. 

The other night in Boston we. 
had a meeting at which Dr. Champ 
Lyons gave a talk on surgical infec- 
tions, and he pointed out that in his 
hospital the situation has changed. 


Whereas a few years ago staphy- 


lococcus was the important thing, 
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now the gram-negatives are the 
predominant cause of their wound 
infection. 


At the same meeting Dr. Max 


Finland gave some data, although 
preliminary and subject to further 
review, which were astounding. He 
had gone over thousands of cul- 


tures at Boston City Hospital and - 


divided them into periods begin- 
ning before 1931, before the sulfa 
drugs, after the sulfa drugs, before 
penicillin and during the period 
of its use. He found that gram- 
negative bacteremias had markedly 
increased and that the mortalities 
from gram-negative bacteremias 
had correspondingly increased. So 
that although the staphylococcal 
problem has been highlighted in 
the literature, and I think it is 
probably more predominant, this 
_ phenomenon of increasing infec- 
tion is not solely related to staphy- 
lococcus, and it is not the same 
in every hospital. It varies depend- 
ing on a lot of factors, including 
which. antibiotic was used most 
heavily in that hospital over a 
given period. But it is a phenom- 
enon that involves other types of 
organisms besides the staphylo- 
coccus. Do you agree with that, 
Dr. Lepper? 

Dr. Mark Lepper: 100 per cent. I 
think. that some of the trouble, as 
you suggest, is because we are now 


adding procedures which in 1940 


we wouldn’t have thought of do- 
ing. A lot of the procedures were 
devised because of relative control 
of virulent organisms. Much of 
what we used to attribute to the 
highly virulent organisms was due 
to failure to isolate the causative 
organisms. For example, we prob- 
ably missed the staphylococcus in 
some situations. I think in retro- 
spect a lot of cases have been the 
same type of infection we are pres- 
ently seeing, but they are now 
screened out for us to observe. 
I believe that it is hard to say 
whether the staph is really going 
down again and the gram-negative 
rod infection rates increasing, or 
whether we are just more aware 
of this situation. The reason one 
hospital has a rather wide-spread 
outbreak, while other hospitals go 
along reasonably well, is that they 
probably get a more virulent or- 
ganism. I think this difference in 
organism virulence holds true ‘in 
gram-negative rods. also. Every 
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patient has a lot of gram-negative 
organisms while he is in the hospi- 
tal. Every now and then you get a 
case that really gives you difficulty. 

For instance, most children with 
fibrocystic disease of the pancreas, 
associated with pulmonary infec- 


tions, have trouble with staphylo-. 


coccal infections. They frequently 
die with staphylococcal pulmonary 
infection. 

However, for a while at our hos- 


pital we had almost exclusively 


difficulty with pseudomonas pul- 
monary infection in these chil- 
dren, right after the introduction 
of tetracycline. 

Chairman Hardwicke: I have heard 
the statement made that a lot of 
the major heart surgery today 


might become impossible because of . 


run-away infections with staphy- 
lococcal organisms and _ perhaps 
other organisms; that we weren’t 
going to be able to keep up with 
the production of antibiotics which 
could control these resistant strains. 
Is this a scare story or is it serious? 

Dr. Lepper: I am not a pessimist 
to that degree. I suspect that what 
has happened is that we are prob- 
ably just about fulfilling our po- 
tential for the spread of the staphy- 
lococcus now. I don’t believe there 
is good evidence that we are getting 
increasingly virulent strains, which 
would have to be the factor, be- 
cause we are spreading the strains 
we now have pretty completely. If 
you look at the nasal and throat 
cultures of personnel, I think every 
one capable of picking up a staphy- 
lococcus is doing so. Unless there 
is a long-range trend of increasing 
virulence of organisms, because of 
frequent transfer among patient 


and personnel, I don’t believe we 


are going to see it become a whole 
lot worse. 

Chairman Hardwicke: We can keep 
up then with the production of new 


antibiotics. Probably that doesn’t 


hit these resistant strains. 

Dr. Lepper: I don’t think that is 
what we are doing. I think even 
the virulent staphylococci are, for- 
tunately, pathogenic only for a cer- 
tain group of patients. What we 
are trying to do is minimize and 
reduce the number of patients by 
protecting them from the staphy- 
lococcus, and then we are trying 
to take the ones who acquire a 


staphylococcus and treat them suc- 


cessfully. I don’t believe we will 


see a time when 100 per cent of 
the population will be getting 
staphylococcal infection or 100 per 
cent of any operative group get 
staphylococcal infection. It will al- 
ways be a small group. 

Dr. Howe: I think the staphylococ- 
cus is so wide-spread, so ubiquitous, 
so inherent a part of life, that man 
has always lived with it and always 
will, and that the mere presence of 
these organisms all over. doesn’t 
necessarily mean we should try 
to kill them all, and think we can 
get out of a bad situation that way. 
Whenever you have staphylococcal 
disease, it means that something 
has happened to upset the balance 
between organism and the host; 
either something happened, to the 
organism or something happened 
to the host. There is some predis- 
position in the host that makes 
him acquire the disease. The or- 
ganism is prevalent—yet the dis- 
ease is rare until active infection 
becomes introduced into the en- 
vironment. 

We suspect that there are little 
outbreaks of staphylococcal disease 
in hospitals in special situations 
here and there, and that there are 
more of them now than there used 
to be. But you can find reports of 
epidemics of equal magnitude be- 
fore the days of antibiotics al- 
though there aren’t many good 
data on this. We can give fairly 
accurate data as to what happened 
in our hospital since 1949, at which 
time the infection rate for clean- 
wound cases was approximately 
one per cent. 

Then year by year for the next 
five years until 1953 our infection 
rate went gradually up in a statis- 
tically significant progression until 
it hit four per cent. That means 
both major and trivial infections. 
At that time we started a program 
which we thought would be effec- 
tive in reducing the carrier rate. 
We attributed a lot of the trouble to 
a high staphylococcal carrier rate 
because in 1953 it was 99 per cent 
for staph aureus in patients and 
personnel. During the next two 
years after this preventive program 
was introduced, our infection rate 
was cut in half, and our carrier rate 
came down in 1955 to 75 per cent, 
and in 1956 it was reduced to 52 
per cent. We thought we were ac- 
complishing something. But in 
1956, at the time that our carrier 
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rate still was coming down, our 
infection rate went up again. This 
divergence of the curves led us 
to an important question expressed 
by Barber and Burston and others, 
namely: is the carrier rate the cause 
or the reflection of these infections? 
As yau know, Dr. Barber reported 
a high carrier rate amongst nurses 
in a maternity unit. She showed 
that staphylococci were passing 
from nurses’ to babies’ noses until 
all babies were colonized, yet no 
infection, no disease occurred until 
a nurse came on duty with an ac- 
tive boil. 

Dr. Lepper: We had one child ad- 
mitted to our hospital with a severe 
bullosa impetigo presumably ac- 
quired in the newborn nursery at 
one of the hospitals and the organ- 
isms had all the characteristics of 
the organisms we have seen from 
that hospital. Inside of four weeks 
we had three nurses with skin in- 
fections. We had four infants with 
diarrhea. We had one patient with 
exfoliative dermatitis acquire en- 
docarditis, all with this phage type 
—the first and only time we saw 
that type in the hospital. This case 
was a pretty clear-cut introduction 
of a virulent organism and because 
the pathways were there, these 
organisms began to spread very 
rapidly along the same pathways 
as the other organisms. 

Chairman . Hardwicke: How serious 
is this when the patient gets into 
trouble? Is this a minor matter, 
or do some of these patients get 
into serious difficulty? 

Dr. Lepper: Some patients have a 
fatal infection. Some have serious 
infection with serious sequelae, 
such as cardiac damage. I don’t 
recall having seen osteomyelitis 
acquired as a hospital infection in 
my. experience. 

I have seen serious abscesses ac- 
quired that were difficult to treat 
—soft tissue abscesses, and perma- 
nent pulmonary damage to the 
point we have to do a resection of 
the necrotic section of the lung. 

Chairman Hardwicke: How frequent 
is this? Was there at one time a 
decrease in the mortality rate from 
staphylococcal sepsis, and then an 
increase again? 

Dr. Howe: Regarding bacteremia, 
there are some figures which Drs. 
Wilson and Hamburger have just 
published, and there are others 
from Dr. Wesley Spink that go 
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something like this: before the 
days of antibiotics, the death rate 
for staphylococcal bacteremia was 
around 75 to 80 per cent, and then 
following the introduction of anti- 
biotics, it fell off to somewhere 


around 26 per cent. In recent years 


it has gone back up so most reports 
give a figure of around 60 per cent. 

Chairman Hardwicke: Can we get 
at some estimate of how serious 
this is? In other words, are these 
fatal bacterial endocarditis cases 
rare, or is there enough to make 
us really concerned when we start 
getting trouble with staphylococcus 
in our hospital? : 

Dr. Howe: In surgery it is impor- 
tant, both medically and econom- 
ically. If a patient comes in to have 
his gall bladder removed, he ordi- 
narily expects to be discharged, 
say, on the 10th day. If he gets a 
postoperative wound infection with 
a staphylococcus which produces a 
necrotizing toxin that sloughs out 
fascia, he has to have his wound 
opened, another anesthesia with 
its inherent risk and he has to 
have a long period of postoperative 
dressings. He may over-stay in the 
hospital from a week to a month 
at anywhere from $12 to $30 a 
day for his room, This may be 
a terrible economic burden on him 
or the hospital. Then he may have 
a hernia as a result. If he sur- 


How they spread is anybody's guess . 


vives and doesn’t get septicemia, 
he has to come back and have 
another anesthesia and another 
operation to fix his hernia. 

I think it is a serious thing when ~ 
a major infection occurs, and they 
occur in about one to three per cent 
of the cases at our hospital, espe- 
cially on the house service which 
has a larger number of older de- 
bilitated patients with poor resist- 
ance. There is reason to believe 
that in many hospitals the infec- 
tion rate runs considerably higher 
than this. 7 

Mr. Liswood: I am pleased that the 
medical profession is as concerned 
with the socio-economic aspects as 
the hospital administrator. 

Dr. Howe: One infected wound on 
the ward that is giving off bacteria 
is more important than the num- 
ber of carriers per se because even 
under the best conditions there are 
always enough carriers around to 
pick up and disseminate a virulent 
organism, and infections are liable 
to come in little clusters built 
around one case. I think it is the: 
strain that is being carried, and 
the virulence of that strain that 
is more important than the actual 
number of carriers, because about 
half of us are. going to be carriers 
anyway. 

Chairman Hardwicke: If I can sum 
this up then, this is a serious mat- 
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ter from the point of view of 
the individual patient, and I be- 
lieve that you are saying that we 
do have a sufficient number of 
these relatively serious infections 
to make this a problem that we 
should concern ourselves with seri- 
ously. 

I wonder if we could go on to 
talk: a little bit more about the 
sources of infection in the patient 
groups that we have in the hos- 
pital. What sort of cases are likely 
to turn up and spread this infec- 
tion? 

Dr. Lepper: This varies, of course, 
‘with the type of patient you are 
treating. I think it is certainly true 
on surgical wards that a patient 
who has shown a potential for hav- 
ing a virulent organism by acquir- 
ing a wound infection is a very 
dangerous person. Whether it will 


spread directly by air-borne route 


to the patient in the next bed or 
whether it has to be transmitted 
indirectly by personnel, or by both 
routes is unclear. I don’t know that 
we have good data which indicate 
which one is the more important, 


but I think a person like this is 


an important source. 

On the medical wards we see the 
source frequently is a carrier or 
patient such as one who has de- 
veloped enteritis. These cases tend 
to appear in clusters and in one 
hospital. One suspects that rather 
large numbers of staphylococcal 
enteritis are due to a single phage 
type. How they spread is anybody’s 
guess. It is probably accomplished 
indirect contact. 

We recently did a fairly elabo- 
rate study on our patients with 
tracheostomies. Our poliomyelitis 
patients were acquiring a fair num- 
ber of staphylococci. We had one 
room in which we isolated four 
patients, and put a 24-hour watch 
on the door and cultured everyone 
going in and out of the. room. We 
did some air sampling and cultured 
the patients each day to see when 
they acquired: the staphylococcus 
or some other organism. 

Here is one place where we got 
a fair amount of data on the gram- 
negative rod. It showed that in 
this type of patient the rods spread 
very much the same way as the 
staphylococcus. In most instances 
we found that the phage type that 
occurred in the tracheostomy of a 
patient for the first time and per- 
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sisted from then on with a varying 
degree of symptomatology almost 
invariably was present in one of 
the personnel who went into the 
room the day before. And we 
would begin to find it in such things 
as the catheter used to aspirate the 
tracheostomy tube. Occasionally we 
would find them in the air in the 
room, but most of the time I think 
in this situation the personnel were 
transmitting by contact. Whether 
they got it originally from a pa- 
tient, and from what type of pa- 
tient, was not always clear. | 
We have many instances of a 


new phage type appearing in the 


hospital in which we have no clear- 
cut evidence of who brought it in. 
Some of this is because sometimes 
we have been studying all of the 
patients and other times because 
of the load, only half of the pa- 
tients, and we might have missed 
the introduction of the new strain 
in the half we didn’t culture. 
Mr. Liswood: When you talk about 
source, isn’t it also true that today 
with the increased incidence of 
hospitalization, we are localizing 
more sick people and concentrating 


these germs in one room or in one 


building, whereas, 10 years ago the 
disease was geographically more 
diffused in the community. 

While these diseases are hospital- 
centered and then project them- 
selves into the community, I think 
it also works the other way around. 
The community brings them into 
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Many things done in the hospital today were previously done in the 
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the hospital, not only by patients 
being admitted to the hospital with 
conditions for which they would 
not have been admitted 10 or 15 
years ago, but the visitor brings 
them to the hospital as well. 
There are many things done in 
the hospital today that were pre- 


_ viously done in the doctor’s office. - 


The reasons for that are many and 
very well known—Blue Cross, the 
ease of hospitalization, the fact the 
hospital has become more popu- 
larly accepted, the doctor wants 


to centralize his practice; all con- 


tribute to the high utilization of 
hospital facilities. 

Chairman Hardwicke: Would you 
comment, Dr. Lepper, on other 
sources of infections? I am thinking 
now of such cases as the infant 
with eczema who presents a large 
weeping skin surface and perhaps 
may be considered to be more of 
a problem as an eczema patient 
than as a possible source of infec- 
tion, or the adult dermatitis pa- 
tient—these and other groups in 
the hospital and on the ward. 

Dr. Lepper: I think they are im- 
portant in proportion to whether 
they are infected or not. I think 
Dr. Howe’s point was that the pa- 
tient who has an_=#éinfection has 
already manifested that this is a 
virulent strain. In that they: can 
then spread a virulent strain they 
are important. Persons with ex- 
foliative dermatitis infected by a 
virulent strain generally come in- 
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to the hospital because they are 
quite ill, and they also have a 
marked ability to shed organisms 
simply because they are exfoliating 
staphylococcus along with the skin. 

This means that they really can 
put out tremendous numbers of 
staphylococci, and frequently quite 
virulent staphylococci. 

Chairman Hardwicke: We have per- 
haps three major groups—draining 
wounds and the enterocolitis group 
and skin dispersers. Are there any 
others? 

Dr. Lepper: I would tend to keep 
carriers important not because 
quantitatively they are important, 
but among the carriers there are 
some people that are carrying or- 
ganisms which they have recently 
acquired. 

I think the food poisoning situa- 
tion in the community is very simi- 
lar. Thirty per cent of the food 
handlers probably have staphy- 
lococci in their noses and throats. 
Yet we see staphylococcal food out- 
breaks only once in a while, and 
frequently when you do, you find 
the person preparing the food had 
a little boil on the hand or on the 
neck or some place that had organ- 
isms which had more than an aver- 
age potential virulence. 

I think a lot of it is chance, still 
the same thing is true in the sur- 
gical infections. 

You can have the doctor, for 
instance, who is handling a lot of 
patients. He doesn’t have infec- 
tions in 100 per cent of his pa- 
tients. He may have infections in 
5 or 10. 

Mr. Liswood: Is it not a fact that 
the population of the hospital now, 
as contrasted to 10 or 15 years ago, 
is a much more aged one with the 
obvious concomitant of increased 
susceptibility to infection. 

Dr. Howe: I have a few data on 
that. When I was a resident, we 
used to have a lot of healthy young 
people with hernias and fairly sim- 
ple operations. Now most of those 
people are under Blue Shield and 
Blue Cross in some of the smaller 
hospitals. The majority of the 
house service cases we now get in 
the university hospital are difficult 
diagnostic problems, the older age 
group patients with metabolic dis- 
eases and cancer or the degenera- 
tive diseases. I am inclined to at- 
tribute some of our trouble to that. 
When we analyzed it, I found that 
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—I believe it was over an eight- 
year period—roughly 15 per cent 
of our serious staphylococcal in- 
fections came in patients 40 or 
under, and about 37 per cent came 
in patients 50 or under, and 63 
per cent were 51 or older. 

Of course, any surgical patient 


-has altered resistance even if he 


is a young, healthy person, because 
the trauma of surgery, the anes- 
thesia, the postoperative phase he 
goes through where metabolism is 
changed, does alter his host resist- 
ance. 

I don’t mean to belittle the car- 
rier factor, Dr. Lepper. I don’t 
mean to say that it doesn’t play 
a part in cross infection or even 
affect the infection rate. But I was 
trying to make the point that the 
particular strain, the virulence of 
the strain, is more important than 
the actual number of carriers be- 
cause we are always going to have 
a large number of carriers, and 
there always were before the day 
of antibiotics. : 

Chairman Hardwicke: In other words, 
it is more important to prevent 
the spread of a virulent strain than 
the nonvirulent one? 

Dr. Lepper: By watching the car- 
riers, I think one can measure how 
successful the control of the poten- 
tial for spread is, and you never 
know which day you are going to 
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begin to spread a virulent organ- 
ism. The potential for spread is 
there. 

I think in general the more suc- 
cessful that you are in preventing 
infection the somewhat lower your 
carrier rate will be, although I 
am sure the discrepancies reported 
will happen, and every now and 
then you will get one that com- 
pletely upsets the apple cart. 

Dr. Howe: I am sure you agree, Dr. 
Lepper, that as Barber has sug- 
gested, it is likely that when 
staphylococcus is in a’ wound is 
apt to be more virulent. Do you 
think the same staphylococcus after 
it gets in the carrier and a little 
time elapses, might lose some of 
its virulence? 

Dr. Lepper: I certainly think this 
is possible, but I don’t know that 
there is good evidence to show it 
because we don’t know how to 
measure the virulence factor. It 
has been shown from the strepto- 
coccus, of course, very nicely by 
the Army studies. 

Chairman Hardwicke: Would you 
like to comment on small infants 
and their resistance? 

Dr. Lepper: Certainly the small 
infant, particularly premature, are 
quite susceptible to these infec- 
tions. I think Dr. Schaeffer has 
done quite a service pointing out 
the frequency with which newborn 


it is more important to prevent the spread of 
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nursery outbreaks are occurring. 
You have to look carefully at the 
patients after discharge to realize 
‘this is occurring as they “come 
down” with the infection late. He 
has shown there is a high degree 
of specificity in this type of infec- 
tion. 

Mr. Liswood: Is it fair to say today 
there is much less of a problem 
of infection in newborn nurser- 
ies of hospitals than there is in 
the general hospital population? 
Certainly the experience at our hos- 
pital indicates that. I don’t know 
how general that experience is. 

Dr. Howe: A couple of years ago 
there was.a rash of articles about 
staphylococcal mastitis in the new- 
born and breast abscesses in women 
caused by a certain phage type, 
52A, I believe. Now one doesn’t 
hear: about it as much. 

A lot of it might be part of a 
fluctuating cycle in which waves 
of infection spread across the coun- 
try. 

Dr. Lepper: I think it is almost 
impossible to say there is more 
or less infection in newborn nurs- 
eries because you can’t define the 
population at risk very well. 

Mr. Liswood: I asked that question 
as a pointed question. 

Dr. Lepper: What you would like 
to know is whether here in the 
newborn nursery we have reason- 


a virulent strain than the nonvirulent. . . 
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ably successful techniques? 

Mr. Liswood: Public health authori- 
ties compel us to worry about the 
newborn nursery and we are un- 
derstandably concerned about pro- 
tecting newly-created life. As a 
result, we have built up certain 
safeguards and created certain bar- 
riers that don’t exist or partially 


exist, in the rest of the hospital. 


We have departed from the 60- 
bassinet nursery and have come to 
the 10-bassinet nursery and estab- 
lished preventive measures which 
this has made possible. 

Dr. Lepper: By the same token, we 
also measure infection much better 
in the newborn nursery. So when 
we say there have been a lot of 


outbreaks in newborn nurseries, 


one of the reasons is we recognize 
it, and this is the reason I don’t 
believe one can really equate an 
ordinary ward situation. The se- 
verity of the infection is also some- 
what different. If, for example, a 
newborn gets a serious impetigo, 
he may very well get a fatal in- 
fection, but if a six-year-old goes 
home from a pediatric ward and 
develops impetigo the next week, 
people don’t think very much of it. 

This type of problem, I believe, 
makes it impossible for us to say 
how successful is the newborn 
nursery procedure. 

Dr. Howe: I don’t think staphylo- 
coccal disease is limited to any one 
group of patients or specialty. It 
has caused disease of every system 
of the body. Because my attention 
is focused on wounds, I might have 
a different slant on it, but it is a 
wide-spread disease affecting prac- 
tically all tissues. 

Chairman Hardwicke: Do you con- 
cur with that, Dr. Lepper? 

Dr. Lepper: Yes. I think one of the 
areas that is of some importance 
and about which very little has 
been said is the chronic urinary 


tract infections in all groups of 


individuals. In addition to the 
gram-negative rods, staphylococci 
are important organisms here, par- 
ticularly in diabetics. Pulmonary 
infection is another place which 
has impressed us from the medical 
aspects—the person with chronic 
pulmonary disease, 
children with fibrocystic disease 
and adults with bronchiectasis. 

You have a similar. situation, 
don’t you, in postoperative atel- 
ectasis? 


for example 


Dr. Howe: Very frequently in a 
postoperative atelectasis with sur- 
rounding pneumonitis you will 
culture staphylococcus from the 
sputum, and we have had some 
deaths. It used to be called post- 
operative pneumonia which was 
probably atelectasis with surround- 
ing pneumonitis. Now the most 
common organism is staphylococ- 
cus. I presume if some other organ- 
ism had been predominant in the 
environment, you would still have 
had the pneumonitis but with a 
different predominant organism. 

Chairman Hardwicke: Could we talk 
about a patient care unit without 
specifying whether we are talking 
about surgery or pediatrics or 
medicine? Perhaps take a look at 
some of the things we do there that 
relate to a virulent staphylococcus 
getting loose or not getting loose. 

Mr. Liswood: I think we have to 
assume the entire environment of 
the patient is contaminated with 
all kinds of germs—staphylococcus 
and others. I know in the experi- 
ence we had at our hospital, when 
we began to get into this, there 
wasn’t anything the patient was 
using that didn’t. have organisms 
in it and on it. The utensils, the 
wash basins, the bedpans, the 
blankets, the draperies in the room, 
the floor, all were contaminated. 
This is the assumption I think we 
have to make, and we have to work 
with this fact in order to create 
barriers to cross contamination. 

Certainly the personnel caring 
for the patients—I don’t mean just 
nursing personnel—all may be ton- 
taminated and so are the broom 
and the mop. It just doesn’t hap- 
pen only in the operating room. It 
happens in the nursing care units 
as well. 

Chairman Hardwicke: We have Mr. 
X, administrator of Memorial Hos- 
pital of 75 beds. He has just been 
through a slightly harrowing ex- 
perience from his point of view, at 
least, with a small staphylococcal 
outbreak, which seems to be under 
control, and now he is looking at 
the problem of trying to prevent it. 

He doesn’t want to have another 
one next week or two weeks from 
now. He starts looking after things 
that are being done about it with 
his friends on the medical staff and 
nursing staff and housekeeping and 
laundry. 

What are the things that need 
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to be looked at here? What might 
we want to consider as far as rou- 
tine measures or, let us say, the 
minimum measures that we think 
should be followed? What are some 
of the things that cause trouble 
if they are not followed? 

Dr. Howe: I have got to say some- 
thing first and the fact that I am 
in surgery dictates this remark. 
Please don’t misinterpret me, and 
think I mean to say that the house- 
keeping factors and carrier rate 
and the total hospital environment 
are not important, but the single, 
most important thing in prevent- 
ing surgical wound infections is 
the technique of the operation. A 
wound that is handled gently with- 
out trauma and is closed with ac- 
curate hemostasis, without tension 
and without dead space, without 
foreign bodies and a minimum 
number of necrotic cells in it, will 
seldom get infected. 

All wounds are contaminated at 
operation even under the best of 
conditions, so this is a matter of 
degree. How much it is contam- 
inated, whether it gets infected or 
not, depends more on surgical tech- 
nique than any other one single 
factor. 

Prophylactic use of antibiotics 
subtly tends to cause a deteriora- 
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We should discourage ‘visiting firemen’ as 


tion in surgical technique. Even if 
we used good technique, there are 
going to be some infections, and 
then the total hospital environment 
picture comes into it. 

What are the important things 
to do? The first thing to my mind 
since staphylococcus is so ubiqui- 
tous—I believe that with good cul- 
turing techniques you could find it 
anywhere in the hospital—is to 
recognize that an active infection 
carries a virulent strain, and then 
to prevent that strain. from being 
carried and dispersed in the en- 
vironment. So the first line of de- 
fense is some form of isolation if 
it is practical. 

In our hospital it would be hard 
to isolate every staphylococcal in- 
fection. 

Chairman Hardwicke: Isolation of 
the infected case? 

Dr. Howe: Yes, as soon as a wound 
is recognized as infected, isolate 
the patient—or at least put an oc- 
clusive dressing on the wound. 

Chairman Hardwicke: Could we go 
back to the operating’ room where 
we started with a patient who had 
a meticulously cared for wound, 
which you mentioned. Even in spite 
of this, I believe you said it is pos- 
sible for this patient to become in- 
fected in the operating room with 
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a virulent staphylococcus and get 
into trouble. 

What are the things we need to 
look to in order to prevent this 
meticulously cared for wound get- 
ting infected with the virulent 
strain? 

Dr. Howe: The things are so nu- 
merous I doubt whether we would 
have time to list them this after- 
noon. It involves all the techniques 
having to do with the preparation 
and sterilization of instruments, 
gloves and textiles. It has to do 
with housekeeping, preparation of 
floors. It has to do with the hospital 
ventilation system, whether there 
is positive or negative pressure in 
the operating room, the direction 
of the current of air flow, the traf- 
fic in the operating-room. It has 
to do with the type of sterilizers, 
whether there is a proper provision 
for air and condensation products. 
In other words, whether the steril- 
ization equipment is properly con- 
structed. 

It has to do with carriers in the 
operating room, with the number 
of people coming in, techniques of 
anesthesia, preparation of the an- 
esthesia apparatus. 

Mr. Liswood: He has covered the 
subject. very well. 

Dr. Howe: There are many others 


. the first line of defense is good, old- 
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During a coffee respite, DR. HOWE, left, and DR. LEPPER continue their discussion. 


we could think of. Cons*. -.. sur- 
veillance of all these things in some 
sort of routine fashion is needed 
to take care of human errors and 
correct breaks in technique. 

Chairman Hardwicke: I wonder if 
we could talk about a few of these 
factors. Let’s say that we have an 
interesting operation in your hos- 
pital and Dr. X, a visiting surgeon 
from 600 miles away, wants to 
watch. What do you make him do 
when he comes into the operating 
room? Can he wear his street 
clothing under a gown? 

Dr. Howe: Absolutely not. Of 
course, there is a question whether 
or not we should let him in at all, 
but of course, we do. 

Dr. Lepper: One of the big ad- 
vantages of television. 

Dr. Howe: We have viewing gal- 
leries, but the doctor wants to come 
down. He wants to talk to the sur- 
geon and ask him questions. If he 
is a surgeon himself, he is cognizant 
of operating room techniques and 
will not contaminate things. _ 

He has to change his shoes and 
his garments and put on an oper- 
ating gown. 


Mr. Liswood: Each hospital should 
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establish procedure so that those 
who enter the operating room, en- 
ter the operating theater from the 
outside. By that I mean they should 
enter the surgeons’ lounge—where 


.they remove their outer clothes 


and are gowned—not by walking 
through the amphitheater, but 
from an outer corridor. We should 
discourage ‘‘visiting firemen” as 
much as possible. 

Chairman Hardwicke: In other words, 
you don’t want him walking into 


the area where the operating rooms 


are until he is in proper attire. 
Mr. Liswood: The baffle system is 
one method. 
Dr. Howe: Probably more organ- 


isms are given off by and through 


clothes than from the nose. 
Talking is a big factor in dis- 
persing bacteria in mouthspray. 
Persons who are nasal carriers very 
frequently are also skin carriers. 
Studies have shown quite clearly 
(Duguid and Wallace), that more 
staphylococei are disseminated 
from a heavy carrier through 
clothes and by friction than from 
an unmasked sneeze, so proper 
gowning is very important. If you 
take a surgeon and put him in a 


zipper suit type of impermeable 
gown and grease his exposed parts, 
he just won’t shed organisms, but 
of course, that is impractical. 
Chairman Hardwicke: Let’s take Dr. 
Y who is a very skilled surgeon 
who has a seriously ill patient who 
needs an operation, and Dr. Y is 
carrying what we believe to be a 
virulent staphylococcus in his nose 
in good number. Suppose it seems 


-imperative he perform the surgical 


procedure. How would you ap- 
proach this problem in your hos- 
pital? 

Dr. Howe: If he has a cold, he 
ought not to do it. He ought to 
get somebody else because there 
is evidence that staphylococcal in- 
fections may follow epidemics of 
virus disease, and cold is a virus 
and so if he has a cold, he probab- 
ly should not operate. 

Mr. Liswood: Who is going to tell 
him not to operate? : 

Dr. Howe: He should know that, 
or he should be cognizant of the 
fact, and voluntarily withdraw. 
Carriers vary in their ability to 
give off organisms. Some have 
heavier colonization of mucous 
membranes than others. He may 
be one that doesn’t. I would not 
keep him out simply because he 
is a carrier. 

Chairman Hardwicke: Let’s suppose 
he has enough colonization to make 
you a little nervous about his go- 
ing on. You finally decide you are 
going to let him operate, but take 
special precautions. 

Dr. Howe: If it is an emergency 
and he is the only surgeon, he has 
to go in. In the first place, I would 
ask him not to use the 3-minute 
scrub. Scrub for a good 10 minutes. 
If he wants to use antiseptic soap, 
it is that much better as long as he 
scrubs thoroughly and meticulous- 
ly. I would ask him to wear two 
masks, one over the other. 

Chairman Hardwicke: Any kind of 
mask? 

Dr. Howe: Some sort of mask that 
covers his nose and mouth thor- 
oughly, and— 

Mr. Liswood: And change it how 
often? 

Dr. Howe: I don’t have data which 
dictate the time he should change, 
but let’s say frequently. If he had 
a cold, maybe every half hour. He 
can lean over and the circulating 
nurse can help him change his 
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We have data to show that these 
masks become permeated with al- 
most pure cultures of staphylo- 
coccus in heavy carriers. The out- 
side mask contains much less than 
the inside mask. We have cultured 
all surfaces of these two masks. 
There is a lot of discussion about 
whether impervious masks are bet- 
ter than ones that are cloth mesh 
and filter. 

It has been shown that an im- 
permeable mask, although it pre- 
vents direct spray ahead, makes a 
bigger stream of organisms out 
back, and therefore, contaminates 
the air more than one which can 
filter. 

If the surgeon is putting in 
staphylococci directly by spraying 
them from his nose into the wound, 
then perhaps an impermeable mask 
would be better, but if he isn’t 
perhaps the filter type mask is bet- 
ter. I am sure if the heavily con- 
taminated surgeon is going to oper- 
ate, as far as we can tell now, it 
is better to use two masks and 
change them frequently. Masks, at 
best, are inefficient. There are some 
good masks commercially avail- 
able, but they aren’t too practical 
for use in the operating room. 

There are masks that cover 
everything except the eyes, and 
you have to have an oxygen intake 
and outlet, but you can imagine 
how it would be with six people 
on a team, all having their tubes 
walked on, and someone says: 
“You are shutting off my air. Get 
off my tube.” 

In order to be practical mask- 
ing has to be kept simple. I think 
there is room for much work on 
this. 

Chairman Hardwicke: Although most 
operating rooms don’t use them, 
I have seen deflector masks used 
in newborn nurseries and other 
patient areas. Is this a good idea? 

Dr. Lepper: I’m not sure. We have 
emphasized that people working 
in newborn nurseries should not 
put on a gauze mask and continue 
to wear it all day. Obviously, by 
the end of thé day it is not effective. 
If a deflector mask is worn, it is 


not as likely to become saturated .- 


all the way through as rapidly. I 
believe frequent changing is more 
important than the deflector in the 
mask itself. 

Chairman Hardwicke: What about 
the mask so commonly seen draped 
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around the neck so that the inside 
is outside? 

Dr. Lepper: A good way to spread 
organisms. It is like shaking a 
sheet. 

Chairman Hardwicke: You men- 
tioned that if I happen to be a 
carrier on my skin and I scrub 
with water, that I will send out a 
shower of bacteria into the air, and 
on any surfaces that are nearby. 
If this is so, when we have carriers 
coming into our scrub rooms to 
scrub up, does this make the scrub 
room a potential pot from which 
bacteria, that is the staphylococcus, 
may later be wafted to other places 
where we don’t want it? 

Dr. Howe: Dr. Hare recently wrote 
an article on the methods of con- 
veyance or spread of staphylococci. 
One of the things he emphasized 
was that just washing your hands 


at a sink would spread staphylo-_ 


cocci quite frequently by droplets 
of water splashing off. Although 
I know of no study in a scrub room, 
by implication one might suspect 
that there would be considerable 
spray. | 

Serub rooms should not be in 
direct communication with an op- 
erating room. We have separate 
facilities, and our powdering is 
done ouside of the operating room. 
I can’t go any further on that at 
present. This is one of many aspects 
we hope to investigate. 

Mr. Liswood: One of the things we 


have departed from is the trough - 


type of scrubbing where two or 
three men can work along side each 
other and scrub up for surgery. We 
have placed baffles between each 
position. 

Chairman Hardwicke: So I can’t 
spray you, and you can’t spray me. 

Dr. Howe: Did you do that because 
of this reason? | 

Mr. Liswood: We did it not know- 
ing whether splashing was a factor 
in increasing the possibility of in- 
fection, but thought baffles would 


_be another. barrier. 


Dr. Howe: We see so much in the 
literature about all the things you 
can do in a hospital, that is, use 
baffles, special soap, special waxes 
on the floor with antiseptic in them, 
various techniques to clean the 
floor, wet vacuum and antiseptics 
on the floor, wash the walls with 
this and that chemical, and then 
we see data to show that after 


using such a technique, the num- 


ber of bacteria in the air were 


cut down. 

Mr. Liswood: For that day! 

Dr. Howe: Right after the war 
Capt. John Seal, I believe, and 
some others, did work in barracks 
to try to cut down the incidence of 
streptococcal respiratory infections. 
They oiled blankets and succeeded 
in cutting down the air count, but 
it had no effect on the respiratory 
infection rate. Similarly, Dr. Mor- 
ton Hamburger tells me that after 
all his work on blankets and gly- 


col vaporization he never could be 


sure whether disease caused by air- 
borne streptococci was ever actual- 
ly suppressed. 

Now, we take it for granted, 
and it seems to be reasonable to 
assume that if we cut down ‘the 
number of organisms in our hos- 
pital environment, we will cut 
down the infection rate. I think, 
however, that we make a mistake 
in concentrating too much on bac- 
teriological techniques. That iis, 
doing the air count before and 
after a given procedure. What we 
want to know is how it affects the 
infection rate in patients. 

It seems logical to assume that 


it would affect it favorably if we 


control these things, but I don’t 
think there is any real proof of it- 

Chairman Hardwicke: Dr. Lepper, 
would you care to comment on 
that? 

Dr. Lepper: I don’t have a good 
comment on that. I would say it 
seems to me certainly that no mat- 
ter what you do in the way of. 
techniques, there will always be 
some residual infections. Before 
the antibiotic era, techniques were 
being perfected, and they were do- 
ing a reasonable job of control, 
but still infections were slipping 
by. 

I think with the staphylococcus 
we have reached a stage again that 
we have an infection that is more 
or less in.its natural setting. We 
may be preventing group A strep 
infections with antibiotics used 
preoperatively, but not doing much 
as far as the staphylococcus is con- 
cerned. 

We are now back to an infec- 
tion in fairly native setting. We are 
trying to measure reduction. The 
number of things we do are legion, 
and I think it is important that 
we do as Dr. Howe apparently is 
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trying to do, and that is to pin- 
point what are the really important 
things, and handle them as really 
important things. _ 

If we stopped hand washing, the 
infection rate would probably go 
way up. What we are trying to do 
is to keep working on techniques 
to get occurrence of infection to a 
minimum, knowing full well we 
probably will never get it to zero 
by the type of measures we are 
talking about. 

Chairman Hardwicke: Dr. Lepper, I 
have a problem. I am the admin- 
istrator of a 98-bed hospital, and 
I have a board of trustees that 
expects me to watch the pennies, 
and the last time we asked them 
to add a little bit of funds for 
equipment’ in our central supply 
to improve it, they really asked 
a few questions. 

I am going to have to go back 


and defend to them the things we 


_institute here. Is it necessary for 
me to oil blankets, to oil linen? 
What about residual type disin- 
fectants on the floor in my operat- 
ing rooms? How am I going to be 
practical about this in spending 


my hospital dollars? 
Dr. Lepper: I think first of all it 


~ is obvious that the most important 


things are the individual things 
done by .well-trained personnel. 

These are the things that made 
the surgical infection picture and 
the obstetrical picture improve 
over the years before we had any 
other way of controlling any of 
these infections, and we were never 
very successful then with environ- 
mental sanitation. 

The individual who understands 
what he must do to keep from 
spreading the infection is most im- 
portant. Now if we could get people 
aware of this again, I think we 
would reduce the problem con- 
siderably. 

The problems of oiling blankets 
and painting walls and this sort 
of thing, really gets to be a prob- 
lem of-whether one can replace in- 
dividual precautions. 

Chairman Hardwicke: Are you say- 
ing what we really need to de- 
pend on as the first line of defense 
is good, old-fashioned cleanliness? 
(And the cleanliness we are talk- 


‘ing about is perhaps what Dr. Carl 


DR. LEPPER: “. . . | would 
tend to keep carriers important. . .”’ 


Walters used to demonstrate to his 
students by putting lamp black 
on their hands and blindfolding 
them and having them scrub.) 

Mr. Liswood: One interesting thing 
Dr. Howe said in his paper was 
that the most effective thing done 
with doctors and nurses on his 
staff was not just the institution 
of surgical techniques, but crea- 
tion of old-fashioned attitudes. 

Dr. Howe: General awareness. 

Mr. Liswood: I think this relaxing 
of awareness has been. one of the 
most unhealthy concomitants of the 
indiscriminate use of antibiotics. 

Dr. Lepper: Yes. The hospital in 
which we have done our studies 
is a contagious disease hospital that 
supposedly had aseptic techniques. 
We used to do the usual things to 
try to keep personnel from getting 
meningococcic infections and other 
diseases that would come into the 
place. 

We know we were moderately 
successful when the people were 
really afraid of acquiring the in- 
fections. We also know now, by 
looking at a given phage type and 
the way it spreads, that if the 
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to belittle the carrier factor. . .’ 
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meningococcus were a great prob- 
lem, at the present time we would 
have plenty of them being spread. 

It is a problem then of getting 
these people to go back and use 
the same precautions their prede- 
cessors did in the same situation. 

Dr. Howe: Return to the principles 
of Lister. 

Dr. Lepper: I think it is a return, 
at least, to the point that had 
evolved at a workable level. That 
is mainly individual precautions. 

Up to the time antibiotics were 
introduced in surgery, the good 
surgeons with low infection rates, 
took care of themselves and 
watched their house officers scrub 
and told them to go back and scrub 
some more if they didn’t like the 
way they did it. 

If we would return to this sort 
of thing, I think we would see a 
fair reduction. 

Chairman Hardwicke: An attitude of 
vigilance and thoroughness that 
should reach the doctor, the nurse 
and housekeeping department. We 
should think about what we are 
doing so that we are not carelessly 
transmitting. 

Dr. Howe: For investigators, I 
would make the plea to correlate 
the data that they get as regards 
the number of bacteria in the en- 
vironment after various antiseptic 
procedures with the effect that it 
has on the actual infection rate 
over the years. 

This is what is lacking in our 
data. If long-term statistics show 
that these reductions in bacterial 
air count or blanket count, for ex- 
ample, really have an effect on the 
wound infection rate or respiratory 
infection rate, then I think we will 
ultimately find all the precautions 
in housekeeping will pay off. 

We don’t know for sure just what 
ones are important, and whether 
it is worth spending thousands of 
dollars for certain type of air con- 
ditioning or electrostatic precipita- 
tion when something else far sim- 


pler might give us better results. | 


Dr. Lepper: I believe Dr. Blower 
showed this pretty clearly. They 
had high rates of infection, and 


- lowered them by instituting certain 


fairly simple things like reducing 
the number of times people went 
in and went out of the operating 
rooms. 

Dr. Howe: The following year, 
however, their infection rate went 
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back up again. They closed the 
hospital in 1952 because of a rate 


of about 10.5 per cent. Following 


their program it went down to 3 
or 4 per cent but in 1954 it was 
back up to 6 per cent or more. 

Mr. Liswood: Partially, I think it 
is because the vigilance, the fol- 
low-through, isn’t there. The pro- 
gram is instituted. Everybody is 
hot about it but unless they are 
prodded, they cool off pretty fast. 

Chairman Hardwicke: At lunch, Dr. 
Howe told us about a count of peo- 
ple going in and out of an operating 
room in a three-hour case which 
was astounding to me. Would you 
comment on this now? 


Dr. Howe: Thinking of Colebrook’s © 


work, which shows that every time 
someone walks across the floor a 
shower of bacteria goes up into the 
air, I had a nurse stationed in the 
operating room to count the num- 
ber of times that people came in 
and out during operations. During 
one 2-hour operation the door 
opened and closed 112 times, dur- 
ing another 3-hour operation, 73 
times. In her judgment, over half 
those errands were unnecessary 
and could have been prevented by 
more planning in the first place or 
by eliminating people who came 
in to kibitz. 

Dr. Lepper: We had difficulty in 
the study we were doing when we 
were culturing everyone going into 
the patient’s room. There was a 
tremendous number of people and 
the number of cultures mount up 
in a great hurry; however, people 


don’t like to be cultured and the 


number of people going into the 
room dropped off in the study. 

It was amazing the decrease in 
number of cultures observed after 
doing them for two or three days. 

Dr. Howe: Everyone would agree, 
I think, that the more you can 
cut down operating room traffic, 
the better off you will be. The 
important time to cut it off, the 
most important time, is at the be- 
ginning of the operation when the 
wound is exposed, before it is 
draped, because the peritoneum 
can withstand tremendous expo- 
sure. The vulnerable layer is the 
fat layer. 

After the first 20 minutes or half 
hour, when you open the abdomen, 
before you get the drapes on the 
wound, and especially at the end 
when you take the drapes off the 
fat, when you are closing up, would 
seem to be the most vulnerable 
time. If we could cut down traffic 
and talking during these two peri- 
ods it might accomplish something. - 

Chairman Hardwicke: From your ex- 
perience, Mr. Liswood, how would 
you suggest a hospital work at this 
problem of infection once they be- 
come aware of the fact they have 
one and think they should do some- 
thing about it? 

Mr. Liswood: From what has been 
said we have to concern ourselves 
with determining some effective 
measures of controlling infection 
although we may question the val- 
ue of some of the measures we take. 

At our hospital we did this two 
ways, trying it with a large group 
and then with a small committee. 
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We found the most effective means 
was with a very small committee 
consisting of four or five people 
representing certain functions of 
the institution. This is important 
particularly in the smaller hospital 
where you frequently have a lay 
administrator, and where the hos- 
pital does not have full-time phy- 
sicians on their staff who could 
devote their time to this problem 
and are there all day. Here the 
administrator may be aware of this 
problem of infection and want to 
do something about it, but he is 
faced with the realistic fact that 
he has a group of busy clinicians 
who are coming in and out of the 
hospital each day, and who can 
concern themselves with this prob- 
lem only on an individual basis, in 
so far as they and their own tech- 
nique and their own patients are 
concerned. 

If the administrator attempts to 


assemble a large group of people - 


to work on this problem it becomes 
too diffused. 

What we did at New Mount Sinai 
was to create a small group con- 
sisting of the administrator, the 
director of the laboratories, one 
surgeon and the director of nurses 
as the infection committee of the 
hospital. Each had their staff upon 
whom they could draw for the 
technical advice and with whom 
they could work within the hos- 
pital to institute the necessary con- 
trol measures. 


For example, when the problem : 


of housekeeping turned up—when 
I say housekeeping I use it in the 
generic sense of the word, not just 
the cleaning of floors and windows, 
but including maintenance, house- 
keeping, ventilation, laundry— 
there was no need to have all these 
people represented on the commit- 
tee. The administrator can assem- 
ble them without taking the com- 
mittee’s time. The committee was 
a policy-setting committee and a 
planning committee which, at the 
beginning of the investigation, met 
several times a week. It now meets 
routinely each month at a stated 
time, and each member of the com- 
mittee reports for the activity of 
his group. 

The medical representative on 
the committee called upon the other 
members of the staff as necessary. 
He happened to be the surgeon- 
in-chief. The director of nurses 
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worked with the operating room 
supervisor and with the central 
supply supervisor, as well as the 
head nurses. 

We found that this was a very 
effective method of creating chan- 
nels of communication. None of 
this could work, I am sure, unless 
it had the complete support of the 
medical staff. 

This was obtained by presenting 
the general principles that were 
established by this committee, to 
the medical advisory council. 

Chairman Hardwicke: Who started 
the committee? 

Mr. Liswood: The administrator 
did. 

Chairman Hardwicke: Who is the 
chairman? 

Mr. Liswood: The director of labo- 


ratories is the chairman of the com-; 


mittee. But I don’t think this is 
particularly important. He hap- 
pened to be a full-time physician 
on our hospital staff and was quite 
willing to assume what turned out 
to be a very onerous responsibility 
at the beginning. It has worked 
quite effectively. 

The medical staff cooperated 
whole-heartedly because they were 
involved early. They permitted the 


administrator to take certain steps 


which affected them quite vitally 
in their relationships with their 
patients. For example, routine cul- 
tures on their private patients were 
made mandatory. They permitted 
us to bar visitors from their pa- 


DR. HOWE: “. . . 


tients routinely whenever a patient 
was infected and was isolated. 
Chairman Hardwicke: How do you 
handle the reporting in your hos- 
pital, Mr. Liswood? Who is respon- 
sible at the first line, so to speak? 
Who picks up the apparent wound 
infection and reports it, and then 
what happens to these reports? 
Mr. Liswood: Let me tell you who 
is not responsible. The attending 
physician is not responsible for re- 
porting infection. The responsibil- 
ity is that of the house staff and/or 
the head nurse. When what they 
consider to be a postoperative in- 
fection exists—this sometimes be- 
comes a matter of dispute—they 
have two routine responsibilities. 
First, to report it on the postopera- 
tive slip that has been described 
and stamp the patient’s chart, Post- 
operative Infection. The other re- 
sponsibility is to send the cultures 
to the laboratory immediately. 
Chairman Hardwicke: Part of this is 
quite similar to the procedure men- 
tioned in Edna Huffman’s book for 
medical record librarians, in which 
a slip is filled out by the nurse 
reporting an apparent infection, to 
set up a medical investigation. 
Dr. Howe, would you like to 
comment on this and also on the 
slightly different approach to the 
control of infection that you use 
in your hospital? 
Dr. Howe: In the first place, I 
believe that you cannot go by im- 
pression. You have to have accurate 
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Dn infections, especially if they are minor ones, re 
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statistics because even when in- 
fection is rampant, you might get 
2) or, in an epidemic, as high as 
15 per cent of your clean wounds 
infected. Now 15 out of 100 doesn’t 
impress the surgeon. He is apt to 
forget it over the course of a year, 
and if you ask him how his in- 
fection rate is, he will say, ‘Well, 
it’s not high; we are not having 
much trouble.” But if you actually 
went back, you would find that he 
did have some trouble. So you can’t 
trust impressions and I don’t be- 
lieve that you can trust the medical 
record in the average hospital be- 
cause many times the infections, 
especially if they are minor ones, 
will not be recorded. Keeping track 
of wound infections implies that 
vou have to classify your wounds 
to begin with, as to whether they 
are clean or dirty. It isn’t fair to 
classify as a hospital wound infec- 
tion one that came into the hospital 
with an abscess which you have 
to drain. That is an obligatory 
wound infection and not the fault 
of technique. 

You have to eliminate all cases 


MR. LISWOOD: “. . . 
him not to operate. . . 


Who is going to tell 


that don’t involve incisions. For 
instance, dilatation and curettage 
and endoscopies. You can’t look in 
the operation book and take the 
total number of operations to cal- 
culate your percentages. 

We classify our wounds, A, B, 
C and D. A’s are clean cases for 
which there is no excuse for breaks 
in technique such as hernias or 
noninfected breast operations. B’s 
are cases which are potentially con- 
taminated, but which you would 
normally expect: to heal by pri- 
mary intention. Examples are any 
operation where you cut across 
a tract—for instance, the GI tract 
in doing a resection or doing a gall 
bladder. These wounds are poten- 
tially contaminated yet you would 
normally expect them to: heal by 
primary intention. 

A’s and B’s for statistical pur- 
poses are Classified as clean cases, 
the criteria being whether or not 
we normally expect the wound to 
heal without event. For instance, 
hemorrhoids come under B’s be- 
cause although contaminated and 
in a dirty field, you normally ex- 
pect them to heal by primary in- 
tention and hemorrhoid postopera- 


tive infections are rare. 


C’s are obligatory infections, 
such as drainage of an abscess. D’s 
are other procedures which do not 
involve incisions. 

How do we get the data? The 
data are obtained through the house 
staff just as Mr. Liswood’s are. It 


is the duty of each resident to 


make out a weekly report which 
is typewritten, filed and bound; 
in which all admissions, operations 
and complications are _ recorded. 
These reports are discussed and 
presented every week at a meeting 
held especially for the house staff 
and attended by the chief surgeon 
and his staff including the men on 
service, and any of the private men 
who want to come. 

Infections are discussed, and any 
disagreement as to classification, 
as to major or trivial, is ironed 
out at that point. 

I attend 90 per cent of. those 
meetings and see many of the 
wounds personally. An infection 


is classified as major or serious. 


if it has systemic manifestations, 
prolongation of hospital stay, or 
spontaneous or induced drainage 
of pus requiring treatment. 


A minor infection is one that 
doesn’t have those characteristics, 
such as a stitch abscess or redden- 
ing around the wound margins, It 
is relatively easy to get statistics 
on the house service cases as com- 
pared to private cases because of 
the larger number of surgeons in- 
volved on the private service. For 
instance, the house officer might 
not be aware of an infection, espe- 
cially if it was a minor one and if 
he missed seeing a patient on one 
visit. 

The way we get around that is 
on a research basis. We have a 
nurse assigned to the project who 
has special dressing equipment. 
She is available to any surgeon 
who wants help or special equip- 
ment. She has contact with every 
ward and her knowledge and ac- 
quaintance with the head nurses on 
all those wards enables her to get 
a count of any infection that the 
house staff might miss or that 
ethics wouldn’t permit a commit- 
tee, or myself, to investigate. — 

I don’t think we miss very many 
because she can say to the head 
nurse: Do you have any infections? 
And the nurse will tell her and 
we then become aware of it in that 
way. Nurses are always aware of 
infections because they have to 
supply the dressing materials. 

We do probably miss a few de- 
layed infections that appear outside 
the hospital and are treated at the 
doctor’s office. But we pick up six 
or eight of those a year because 
the physicians call up and tell us. 
They know we are interested and 
they are glad to tell us. They have 
been very cooperative. 

Mr. Liswood’s committee sounds 
very good to me. I do think it is 
important to have one individual 
who has a sustained interest him- 
self and wants to do things because 
he wants to and not because he is 
asked to join the committee. His 
interest is not likely to be truly 
sincere unless it is self-generated 
and it must be sustained over the 
years. He must be willing to dig 
for these statistics, read the litera- 
ture and give it a lot of thought, 
then it will be successful. 

If there is one individual on the 
committee to spark it, that is a 
tremendous asset. 

Mr. Liswood: We are fortunate at 
our hospital to have that kind of 
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person in our director of labora- 
tories. 

Chairman Hardwicke: How can we 
translate this for the smaller hos- 
pital, the 50-bed hospital in South 
Dakota? 7 

Dr. Howe: There would probably 
be a more difficult problem to col- 
lect the accurate statistics. But I 
think it could be done. 

There is one individual who 
worked in my laboratory for a 
_ year, and helped with surveys and 
who later went into practice in a 
small town. He did a very nice 
survey at his hospital and did it 
by gaining the cooperation of his 
colleagues. 

It is easier to find out what goes 
on because there are only a few 
beds. His colleagues knew he was 
interested and I have reason to 
believe that he had a very high 
degree of accuracy in getting his 
infection reports. He did it by good 
will and once the staff realizes that 
you are not doing this to criticize 
them—that you are sincerely in- 
terested in what is happening and 
that they can help—TI find that they 
are very cooperative. Everyone 
might not agree on a given set of 
criteria, so someone might say: I 
don’t think that was a major in- 
fection, but according to your cri- 
teria, it is. This has to be an arbi- 
trary thing and your rate will 
depend somewhat upon what cri- 
teria you set up. I think it can be 
done in the smaller hospital, pro- 
viding- you have this interested 
person. 

Mr. Liswood: I think it can be done 
in many instances more easily in 
the smaller hospital than in the 
larger one. 

Dr. Howe: Because everyone knows 
about every infection. 

Dr. Lepper: It seems to me that 
one of the ways the hospital gets 
interested is by coincidence. A few 
things occur in close temporal re- 
lationship. A few of the people get 
together and discover a lot of in- 


fection. We have had a few panic. 


calls from one or another hospital 
in our city. They had. discovered 
four or five serious infections in a 
brief period of time. It is usually 
a smaller hospital and I think a 
small outbreak stimulates someone 
on the staff to become interested. 
From then on they start pursuing 
the problems. 

I think the smaller hospital suf- 
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fers from a lack of accumulated 
information. It may take them per- 
haps four months’ experience to 
realize that they are having a prob- 
lem. | 
Dr. Howe: It must be a long-term 
study because the infections fre- 
quently come in waves. A commit- 


‘tee will be formed and they will 


get interested. They will make a 
few changes in their techniques 
somewhere, which may or may not 
have anything to do with the sub- 
siding of that infection. They will 
say: ‘‘We have got it licked,” so 
the committee sort of dissolves. 
Mr. Liswood: There again, in a 
smaller hospital, is where the ad- 
ministrator can play a much more 
significant role than he has to play 
in the larger institution. He could 


work with the physician who is 


chairman of the medical records 
committee, if he were the proper 
chairman for that committee in the 
first place. We assume he is chair- 
man of the committee because he 
is interested in the quality of all 
medical records: In -the smaller 
hospital the administrator also has 
to take a much more active in- 
terest than he would perhaps in 
the larger institution. He has to 
take some leadership in seeing that 
an infection committee exists and 
hand pick. the kind of people who 
are members of that committee. | 

Dr. Howe: Much of -the success 
that we are going to have in these 
programs depends upon the co- 
operation of the administration 
because a lot of. the things -we are 
trying to do are expensive. For 
that reason I have been rather 
careful about making any recom- 
mendations unless there is pretty 
good evidence that they are going 
to be of value and so that when we 
do come up with something, the 
administrator will be more inclined 
to cooperate. 

Mr. Liswood: I think the least im- 
portant aspect of this problem of 
control is the factor of expense 
because if a recommendation is 
valid, it is fair to say that any 
hospital will: go to any expense 
to control infection. 

“An attempt to control infection 
cuts across lines of communication. 
All departments of the institution, 
whether medical, engineering, 
nursing, housekeeping, laundry and 
so forth, are involved and as a re- 
sult only ‘one person can tie them 


DR. LEPPER: “ . Frequent changing 
is more important than the 
deflector in the mask itself. . ."’ 


all together and coordinate. the 
activity, the administrator. Again, 
I come back particularly to the 
smaller hospital. 

Our administrator 
agreed with that the other day 
when I discussed the economics of 
this problem with him. 

He said: “‘Well, I am not so sure 
that economics should be a con- 
sideration. If we know that some- 
thing should be done from the point 
of view of the welfare of the pa- 
tient, then we should go at it from 
that point of view.” At the same 
time, I hesitate to recommend 
something that I am not sure of 
myself, 

Mr. Liswood: Justifiably so, of 
course, I think that is something 
the administrator has a right to 
expect from the medical staff. They 
have given it thought, but even 
within this sphere the right to ex- 
periment should be maintained. 

If we think that a certain deter- 
gent germicide would do well, we 
should buy and use it. 

Dr. Howe: The trouble comes in 
setting up the laboratory to study. 
That is where the big expense 
comes. Now, so far we have done | 
this on research money. 

Mr. Liswood: You are lucky. 

Dr. Howe: It brings up the ques- 
tion as to whether or not part of 
a hospital budget should logically 
be set aside for this. 

Chairman Hardwicke: Isn’t this 
something the larger hospital or 
teaching hospital has to perform 
as a service to the smaller hospi- 
tals throughout the country be- 
cause they couldn’t do it either 
economically or from the point of 
view of the required facilities? 


Dr. Howe: 
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Dr. Howe: In the smaller hospital, 
if you are just going to take cul- 
tures of all infections, this amounts 
to quite a bit. 

Mr. Liswood: We have had to em- 
ploy an additional bacteriologist 
because of this program. 

Dr. Lepper: One weakness in the 
smaller hospitals is that the bacteri- 
ology labs cannot afford full-time 
bacteriologists. Many are staffed by 
medical technologists with little 
bacteriology background. 

There is the problem of whether 
the public health departments can 
help here. Unless you are doing 
good bacteriology, you will find 
time after time that you are get- 
ting the same type of organism 
that you would expect to get from 
an autogenous infection. The bac- 
teriology laboratory, in my experi- 
ence, in many of the small hospitals 
is just not good enough to separate 
and identify them from so called 

“normal flora.” 

Dr. Howe: I am interested in that 
because I was talking to Dr. Ed 
Kass about it and I said, ‘“‘Don’t you 
think that in the smaller hospitals 
this problem of staphylococcal and 
other infection is less prominent 
than it is in bigger university hos- 
pitals? You have more fresh air 
out in the country. They are not 
using such heavily concentrated 
antibiotics.” 

He said, “No, I think it is just 
as high. I think the problem lies 
in the bacteriology that is done 
there.’’ He said he did a little cur- 
sory survey of checking up on cul- 
tures taken at some outlying hos- 
pitals and the identification of 
ordinary, common organisms was 
in error in a high percentage of 
cultures. He pointed out that many 
of the girls who are doing bac- 
teriology frequently had a short 
course of which only a few months, 
or relatively short time, was de- 
voted to bacteriology. They are 
also doing the hemotology, blood 
chemistry and a lot of other work, 
so they can’t be expected to be very 
proficient. 

Dr. Lepper: If you make it a rule, 
as we frequently have, to try to 
pick up the organisms on patients 
referred in for consultation, the 
bacteriology is just not good in 
many areas, and very few hospitals 
can afford a bacteriologist. 

Sometimes the laboratory direc- 
tor will have had a fair amount of 
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bacteriology in his clinical pathol- 
ogy training, and the hospital will 
do a better job than with a person 
who didn’t have such a background. 

Chairman Hardwicke: I would like 
to ask a few questions. The liaison 
with the health department: is 
there any need for this? Is the 
health department concerned? Does 
the health department have any 
useful services to offer here? 

Mr. Liswood: We found it neces- 


‘sary, at least we thought it was 


necessary, to sterilize mattresses, 
particularly of heavily contami- 
nated patients who were infected 
with a particularly virulent strain 
of staphylococcus. 

The health department in Toron- 
to operates a hospital. They had a 
mattress sterilizer and they per- 
mitted us to send our mattresses 
over there to be autoclaved without 
charge. We have, however, no 
stated liaison with the health de- 
partment. 

Dr. Howe: You autoclave them? Do 
you have innerspring mattresses? 

Mr. Liswood: No, we don’t. 

Dr. Howe: That is fortunate. It 


ruins them. People who have tried 


to autoclave innerspring mattresses 
have found that it rusts the springs 
and spoils the mattresses. 

Mr. Liswood: We purchased con- 
tour mattress covers. We discov- 
ered that if you cultured the ex- 
posed bottom of the mattress you 
found present all the organisms 
you expected to find. 

Chairman Hardwicke: We have heard 
a lot about the concertina effect, 
the bellows effect, of mattresses 
and pillows, and so on. 

I think hospitals generally today 
are using plastic covers on both 
pillows and mattresses and if this 
is done, how effective is it? If you 
have a patient who has a staphy- 
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| would hate to see the ‘TLC’ concept vitiated. . ."’ 


lococcal infection, a virulent or- 
ganism presumably, and you have 
mattress covers on, is it sufficient 
after that patient goes home to 
simply clean these mattress covers 
thoroughly or to perhaps even 
sterilize the plastic covers and put 
fresh ones on the bed, or do you 
need to cart this mattress to the 
health bureau and the pillow like- 
wise, and autoclave? 

What are the practicalities have? 
You look as though you were cogi- 
tating this one, Dr. Lepper. 

Dr. Lepper: The fact of the matter 
is, I don’t know the answer to this. 
We have not been able to autoclave 
our mattresses. We did try to do 
some cultures off the mattress, and 
certainly a mattress cover after it 
is well washed has relatively few 
organisms which you can isolate 
from it. 

I suspect it’s spread a : whole lot 
more while the patient is still in 
the bed than it is after you once 
have washed up the room. 

Chairman Hardwicke: Would you 
comment on the use of mattresses 
and pillows without these covers, 
since I suspect it is still done in 
some areas? Is it risky if you have 
a patient with a staph infection? 

Dr. Lepper: I am a believer in mat- 
tress and pillow covers because I 
think they are something you can 
wash down. The big problem is that 
you do have to be willing to make 
sure that you have them free of 
rips and tears, and you ought to 
check them regularly and get them 
washed regularly. Otherwise, they 
become relatively meaningless and 
can become very easily something 
else that is on the bed. 

Chairman Hardwicke: Is there any 
chemical sterilization that works 
on pillows? 

Dr. Lepper: Not that I know of. 
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DR. LEPPER: ‘*. . . The culture is not as important as the people doing it. . ."’ 


- Chairman Hardwicke: I am thinking 
of something like the old formal- 
dehyde fumes which probably don’t 
penetrate. 

Dr. Howe: There is recent work in 
the literature which points. out 
that,internal spring mattresses are 
ruived in trying to autoclave them 
t they can be sterilized with 
formaldehyde vapor. The formal- 
dehyde is then neutralized with 
an equal amount of vaporized am- 
monium. 

Now, that probably is a rather 
expensive way. At our hospital we 
have plastic covers, but they don’t 
cover the under side. One author 
says they get around that problem 
by. having some big flap covers 
made that fold with four flaps all 
the way under. These were made 
out of textiles and I guess it is 
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fairly well accepted that ordinary 
laundering of sheets and pillow 
cases does a pretty satisfactory job 
on them. By frequently changing 
the big covers they licked the prob- 
lem of underneath-the-mattress 
contamination. But our hospital 
does send out some mattresses to 
be fumigated and sterilized, to a 
commercial jobber. Right now we 
rely largely on plastic covers and 


sponging them with a detergent. 


antiseptic solution. 

Chairman Hardwicke: If I under- 
stand what you people are saying, 
the best thing to do to avoid get- 


ting bacteria on the mattress is to 


cover them. 

Dr. Lepper: We have storage space 
which many hospitals do not. So 
we were able to take some mat- 
tresses and pillows out of circula- 


tion for several weeks at a time. 
As far as we could tell, there was 
a reduction in the number of or- 
ganisms that could be cultured 


| from them. 


Dr. Howe: I just don’t think there 
is any good answer to this yet. 

Chairman Hardwicke: How about a 
rubber mattress with cloth covers? 
Foam mattresses with cloth covers 
that could be changed. Has any- 
body done anything on this? Are 
they better? 

Dr. Howe: I have heard objections 
to rubber mattresses and also to 
plastic covers on regular mattresses. 
The objections were that they tend 
to make for more perspiration and 
moisture and tend to create bed 
sores. I don’t have data on this, 
but it has been raised as an ob- 
jection. 

Chairman Hardwicke: That is fairly 
well overcome by use of the draw 
sheet or ordinary mattress pad be- 
tween the plastic and sheet that 
the patient lies on. 

We have gotten ourselves into 
housekeeping and, following this 
line of thought, a hospital may find 
itself faced with the problem of 
a patient with an infection who 
obviously has to have blankets and 
who gets woolen blankets. 

Am I correct in my understand- 
ing that if you launder woolen 
blankets by the techniques that a 
blanket will stand, you are not 
likely to remove the staphylococci?. 

Dr. Howe: There are methods re- 
ported in the English literature that 


have been shown to be quite effec- | 


tive in laundering blankets using 
quaternary ammonium compounds 
in the final rinse. The point is that 
you can’t use them with ordinary 
soaps because the soap neutralizes 
the effect of the quaternary am- 
monium compound. There are ways 
to get around it. Blowers and Wal- 
lace have written a nice article on 
sterilization of blankets. We are 
going to test this method and see 
how it works in our institutions. 

Chairman Hardwicke: If I under- 
stand correctly, the particular com- 
pound he used is not readily avail- 
able in this country? © 

Dr. Howe: I haven’t been able to 
obtain it as yet. It looks to be quite 


expensive. Cetyl trimethylamine / 


bromide is what they used. c 


Mr. Liswood: Dr. Howe, if it 
worked, I am sure it would be pos- 
sible to prescribe an area of the 
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hospital where one could expose 
not only mattresses, blankets, but 
all housekeeping equipment, and 
particularly mattresses and pil- 
lows, to ultra-violet light. Would 
that be effective in destroying bac- 
teria? 

Dr. Howe: I don’t know what to 
say about that as regards blankets 
and textiles. Ultra-violet light by 
and large for air is not proving 
to be very successful. The big ob- 
jection, according to Carl Walters 
—I was talking to him about this— 
of ultra-violet light is shielding by 
particles, by one bacteria floating 
in the air and shielding another 
under it. 

It probably would be imprac- 
tical unless you had an air-condi- 
tioned room with a very low count 
and then I wouldn’t think that it 
would work. Also, I believe—I 
may be mistaken—that ultra-violet 
light is easily filtered and I won- 
der if you would get the organisms 
that were in the fabric. Perhaps 
you would. only get those on the 
surface. 

Dr. Lepper: It is difficult with mat- 
tresses where you have seams and 
that sort of thing, to get proper 
exposure. 


Chairman Hardwicke: I think this 


has come up in some of our cor- 
respondence. Apparently the evi- 
dence is that ultra-violet light 
doesn’t penetrate. It is just the 
problem you mentioned. The mat- 
tress cover itself,,anything that is 
inside in the depths, the ultra-vio- 
let doesn’t get to it, neither in the 
seams nor under the bottoms. 

Mr. Liswood: There is some objec- 
tion to the fact that it creates ozone 
with all of. its hazards. 

Chairman Hardwicke: Also, I believe 
there is an engineering factor. You 
can still get a lovely blue light 
and have absolutely no effective 
ultra-violet being given off. 

We get a number of questions 
in correspondence from hospitals. 
They ask things like what is the 
best way for skin preparation for 
minor procedures. I believe that 
a number of these minor proce- 
dures have been implicated in sub- 
sequent infection, such as the skin 
preparation before doing a cut- 
down. They ask us about the use 
of quaternary ammonium com- 
pounds for the sterilization of in- 
struments on patient floors on 
nursing units, and they ask us 
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about thertnometer sterilization be- 
tween cases. I wonder if we could 
get a little comment on these from 
both Dr. Lepper and Dr. Howe. Is 
the dry technique for thermometers 
in which they are cleaned and kept 
dry between, preferred today? 
Dr. Lepper: We have individual 
thermometers for each patient 
which, following discharge of pa- 
tients, are washed and dried. But 
we also use 70 per cent alcohol. 
Evaporate to dryness after 70 per 


cent alcohol. We don’t have any . 


good evidence to back up the suc- 
cess of this method except it is 
relatively simple to do. 

Chairman Hardwicke: We have had 
one suggestion in addition, use of 
a small amount of iodine in the 
alcohol which can be removed 
terminally. 

Dr. Lepper: I think the important 
thing is to try not to go from 
patient to patient with the same 
thermometer. 


DR. LEPPER: . The 
most important things are 
the individual things 
done by well-trained 
personnel. . .”’ 


MR. LISWOOD: “. . . The 
attending physician is not 
responsible for 

reporting infection. . .”’ 


_ Chairman Hardwicke: What about 
the solutions meant for sterilizing 
instruments in which formalin is 
used? Are these more effective as 
compared to the simple quaternary 
ammonium compounds? 

Dr. Howe: When you do it under 
controlled conditions, as far as I can 
tell, formaldehyde solutions are 
shown to kill vegetative forms in 
30 minutes and spores in 18 hours. 
As far as the vegetative forms are 
concerned, they should be effective 
if the techniques are properly car- 
ried out and if the solution is not 
allowed to deteriorate, and if it is 
changed as frequently as it should 
be, and if the containers are washed 
and the under side of the cover 
on the container is washed. 

Chairman Hardwicke: In other words, 
you still have to think. I wonder, 
also, if Dr. Lepper would comment 
on the question of checking up on 
this every now and then. Is it a 
good idea if you are using a quar- 
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tenary ammonium compound, un- 
der the conditions Dr. Howe de- 
scribed, to culture it every now 
and then to see whether you have 
bacterial soup? 

Dr. Lepper: I think the culture is 
not as important as the fact that 
the people are doing it. In other 
words, I think if you have people 
who will culture, they will also do 
the other things that they are sup- 
posed to, and the culture will not 
be as important. Most of the time 
the cultures are included when you 
set up the procedure. I think the 
best thing you do with cultures 
now, is that some people in these 
hospitals will become crusaders. 

I think they can start off with 
cultures. It is very dramatic to pull 
an instrument out and show that 
you can culture pathogens from it. 


To get the program started, it 


shows things are not being done 
properly. Once you get it started, 
I think the cultures are not as 
revealing. 

Chairman Hardwicke: Should we say 
something about the bedpan? 

Dr. Howe: I would like to know 
the best way to handle it. 

Chairman Hardwicke: Is this an im- 
portant factor? 

Dr. Howe: Could be, with staphy- 
lococci in the stools of so many pa- 
tients. One question that is raised: 
is it best to use live steam cleaning 
of the bedpan, or is it better to 
use a cold rinse providing you are 
not going to autoclave all of them— 
which would, of course, probably 
be the best way. One objection that 


has been raised to live steam is. 


that if you have oil, or any grease 
in the stool, the live steam just 
hardens and cakes the oil on the 
bedpan and traps bacteria under 
it, and prevents sterilization so that 
some people feel that a warm, not 


a steam, rinse or maybe even a 
cold rinse, is preferable. 

I have had no personal experi- 
ence in studying this matter and 
don’t know what to recommend. 

Mr. Liswood: Are there hospitals 
that use the same bedpan among 
patients? 7 

Chairman Hardwicke: I believe there 
are a number of hospitals using 
a bedpan rack. 

Mr. Liswood: That should be dis- 
couraged. 

Dr. Howe: This may be less im- 
portant than the sterilization of 
toilets in private rooms, bathtubs 
that are used for soaks by patients 
with infection for sitz baths, and 
sinks. Here is something that you 
can’t put under the faucet and rinse 
off mechanically. 

Chairman Hardwicke: What should 
be done about these? 

Dr. Howe: This is again a big prob- 
lem and one effective way is to use 
saponated cresol solution. But the 
danger of that is if it isn’t rinsed 
off carefully afterwards you are 
liable to burn the patient. One 
solution, of course, is to leave a 
little bottle of saponated cresol 
solution by the bathtub or the sink 
with a sign saying to use it. But 
this probably would lead to trouble 
once in a while when a _ patient 
didn’t carry it out. 

The other thing that has- been 
recommended in the literature is to 
use quaternary ammonium com- 
pounds. I do think that any tub 
that has been used for sitz baths 
for a patient with staphylococcal 
infection should be washed out 
with saponated cresol solution 
afterwards by experienced person- 
nel and then rinsed off by the same 
personnel. 

- Chairman Hardwicke: I have one 
other question. Some of these 


DR. HOWE: “*.. . The 
more you can cut down 
operating room 
traffic, the better 
off you will be. . .’ 


things—and that is in the days just 
before we got the antibiotics or 
when they first came in—were in 
the era of what might be called 
scientific neglect, and we were 
emphasizing aseptic techniques. 

We have now gotten into what 
might be called the psychiatric era. | 
Tender, loving care is thought im- 
portant. This does involve more 
contact with patients, particularly 
with children. Is there any conflict 
here, or is this just another place 
where we need to use more vigi- 
lance? 

Dr. Lepper: I think that extent of 
contact is important. Actually, as 
we have- looked at the rate of ac- 
quisition of new strains among our 
carriers, we can pick out the real 
energetic nurse from the nonener- 
getic by the rate of acquisition of 
new strains. 

Chairman Hardwicke: If you have 
a person, a nurse let’s say, who is 
a carrier of virulent staphylococei 
and has been working on a pedi- 
atric floor. She is a good pediatric 
nurse and you want her back there. 
What do you do? 

Dr. Lepper: There is a promising 
report on some types of nasal oint- 
ments, bacitracin ointment pri- 
marily. We were not very success- 
ful in our personnel. with this. 
However, we are still studying this 
problem. 

We have not taken any one off 
of work because, as I indicated 
earlier, we have had so few actual 
infections, but we have been moni- 
toring the situation. 

I suspect on a surgical team it 
would be a different problem. In 


a newborn nursery, it might be a 


comparable problem. I would tend 
to transfer them out of the new- 
born nursery. On the other hand, 
one of our best nurses, and the one 
that takes care of probably our 
poorest risk patients, the infants 
with pertussis who: are getting 
tetracycline, has been to our knowl- 
edge a carrier for four years, with 
the same phage type staphylococci. 
To our knowledge, we haven't 
been able to see that she has trans- 
ferred this infection to a single 
baby. I think there are some people 
who are dangerous carriers and 
some people who are not, as indi- 
cated by this. I don’t know how 
to measure them, unfortunately. 
If they are exhibiting furuncles, 
I think it is a good idea to take 
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these people off. I think these peo- 
ple are showing evidence that 
they are carrying a virulent strain. 
The only documented outbreak in 
which we have had a fairly clear- 
cut chain of spread was where the 
personnel who were involved did 
develop furuncles. 

Mr. Liswood: Once the person 
knows he is a carrier, he can help 
take care of the situation with 
proper technique, particularly in 
the care of children. I would hate 
to see the “TLC” concept vitiated 
because a person is a Carrier. 

Dr. Howe: I don’t see how you can. 
Lady Florey was the first one to 
suggest antibiotic ointment in the 
nose. A lot of people have criticized 
it since, because it is a good way to 
propagate more sensitive organ- 
isms. My colleague, Dr. Stuart 
Strong, in our nose and throat de- 
partment, tells me that it is not 
possible, even with a spray, to 
reach effectively all the crevices 
and these staphylococci are back 
in the nasopharynx as well as in 
the nares. How can you expect to 
kill them by putting a little oint- 
ment here as far as you can reach 
with your finger? 

Dr. Lepper: There are two types 
of carriers. Those who are per- 
sistent carriers of a given type. 


We have some, as we say, who go. 


years with the same phage type and 
people who are persistent carriers, 
but tapid exchangers. They will 
change one phage type for another, 
one after another. 

Of course, the latter ones are, 
I believe, the more important in 
some respects because they are 
more apt to pick up the virulent 
organism and transfer it to some- 
body else. 

Dr. Howe: There is a marked tend- 
ency for a person to be a persistent 
carrier or persistently free of nasal 


staph. 


Chairman Hardwicke: Does anyone 
know why? 

Dr. Howe: I do not believe so. 
There are inherent factors in the 
host. Staphylococcus has been liv- 
ing with man since man was origi- 
nated. 

Dr. Lepper: We find that people 
who receive antibiotics in the hos- 
pital start acquiring staphylococcus 
as soon as they come in the hos- 
pital. Some patients cultured with- 
in 24 hours after admission acquire 
them in this period. A patient who 
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comes in, say, with a condition 
which is potentially operable, but 
has three or four days preoperative 
management frequently goes in the 
same ward in which postoperative 
wound infections are present. Here, 
he may acquire the staphylococcus 
in the nose and skin. It may well 
be that some infections are essen- 
tially autogenous infections from 
the point of view that they are 
merely spread through the tissues 
in the operating room. The patient 
has acquired the organism prior 
to operation. Whether we can get 
any statistics on the frequency of 
infection among patients admitted 
the night before who go directly 
to surgery, as a great many pa- 
tients do, compared to these who 
stay on the medical wards for 
medical diagnostic purposes per- 
haps for a week and then are trans- 
ferred is of interest. I think that 
such figures might indicate that we 
should have a ward for admission 
of patients, separate from the post- 
operative wards. Perhaps we should 
have a ward as far away from this 
area as possible for the infected 
postoperative patients. 

Chairman Hardwicke: Would this be 
practical? 

Dr. Howe: I have thought about 
this problem and worried about it 
the same as you have. It brings up 
the question as to whether a lot 
of these infections might possibly 
be blood-borne infections from the 
patient’s own nasopharynx or the 
fact he is a carrier in his nose and 
also in the deep sweat glands of 
his skin. 

I am afraid I can’t give you any 
answer, but I have the same sus- 
picions that you have. 

Dr. Lepper: I would like to know 
if your figures reveal a difference 
between it. I have had the feeling 
that if I had to be operated on I 
would prefer to go in the night be- 
fore and have it the next morning, 
rather than stay around for a week. 

Dr. Howe: I suppose you could dis- 
charge them after their work-up, 


and have them come back a couple 


of weeks later. I suspect this might 
help, but I don’t know for sure. 

Chairman Hardwicke: I think we are 
just about at the end of our time. 
I would like to attempt a short 
summary. 

It sounds to me as though we do 
have a problem here, that our main 
approach to this is one of taking 


care with the tried and true meas- 
ures of cleanliness and asepsis in 


the way of trying to prevent trans- 


mission of an infection that we 
know we have, and looking out for 
those that we don’t know that we 
have, that may cause us trouble. 
It also is a problem in that in too 
many instances we are not sure of 
whether we have a problem or 
don’t have a problem, or how much 
of it we do have. To approach this, 
we need some mechanism which 
probably will vary with the hospi- 
tal, of keeping in constant touch 
on this, and I think we do come 
back to the fact that eternal vigi- 
lance is our price of freedom from 
troubles from staphylococcal and 
other infections. 
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Enemol makes oiving 
enemas an easier chore” 


! It used to be that preparing and giving those routine 
enemas topped my list of “Most Unpleasant Nursing Chores.” 
But, with Enemol — it’s so much easier and faster that 
I don’t mind it nearly as much. 


The thing I like best about Enemol* is that there’s no 
equipment to assemble or solutions to mix. Better yet, 
there’s no messy equipment to clean up afterwards because 
- you just throw the used container away. That means as 
much as 20 minutes saved — to spend doing something else. 


Enemol is the only disposable enema I know of, witha 
shut-off valve you can easily open and close with a simple 
twist. You can even clear air from the tube before inserting. 
The tube, with its soft round top, is just stiff and long enough 
~ (6 inches) to insert easily without hurting the patient. 


Having an enema is never pleasant, but Enemol makes it 

a lot less uncomfortable for the patient to take. That’s because 
there are only 4% ounces of fluid instead of the usual quart. 
And for routine enemas, this time-proven phosphate 

solution really does a better job than soap suds. 


Enemol disposable Enema Unit *- 


e Saves nursing time 
e Reduces expense 
e Increases patient comfort 


Code 


fine pharmaceuticals for 60 years 


*TM 
cuTTER; CUTTER LABORATORIES 
Packed in easy-to-handle cases of 24; 4% oz. units. os 


Y. 
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N ACCUSING FINGER has recently 
been pointed at the formulary 
system, one of the cornerstones 
of the program for rational drug 
therapy in hospitals. The accuser: 
the National Pharmaceutical Coun- 
cil, an organization of drug manu- 
facturers. The accusation: substi- 
tution—defined by them as “the 
dispensing of a different drug or 
brand in place of the drug or brand 
of drug ordered or prescribed with- 
out the expressed permission of the 
prescribing physician.” 

The NPC has stated that: 

1. Dispensing on a generic name 
basis is increasing in hospitals. 

2. Substitution by hospital phar- 
macists also appears to be on the 
increase. 

3. Hospital pharmacists are un- 
der orders to supply only one par- 
ticular brand of a drug, regardless 
of the brand specified by the doctor 
in writing the prescription. 

4. The purpose of substituting 
“equivalents” for specific brands 
is to save money for the hospital at 
the insistence of administration. 


WHAT IS RATIONAL DRUG THERAPY? 


It seems to me that the answers 
to these statements rely in part on 
an understanding of what a ra- 
tional drug therapy program is— 
and what it is not. 

The preface of the New York 
Hospital Formulary and Therapeu- 
tic Guide, published in 1951, states: 

“..In principle, the Formulary 


August H. Groeschel, M.D., is associate 
director for professional services of the 
New York Hospital and assistant professor 
of public health and preventive medicine 
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System, in the interests of good 
therapeutics, efficiency and econo- 
my, establishes a group of thera- 
peutic agents for general use and 


prescribing by physicians associ- 


ated officially with the hospital, 
the value of which has been estab- 
lished in the light of current med- 
ical opinion.” 

“Rules governing the action of 

the Formulary Committee: 
No article which is.sold under a 
proprietary name will be admitted 
under such a name if a substance 
of identical composition can be 
obtained under a nonproprietary 
name.” 

One of the first formal attempts 
to define rational drug therapy in 
hospitals was made in 1937 by the 
Committee on Pharmacy of the 
American Hospital Association. In 
its annual report for that year, the 
committee stated that ‘fan active 
committee of pharmacy as an in- 
tegral part of the medical staff 
organization could have a potent 
effect in the clinical and economic 
aspects of the hospital.” 

In recent years, the Joint Com- 
mission on Accreditation of Hos- 
pitals has done much to stimulate 
interest among administrators in 
pharmacy and therapeutic commit- 
tees and hospital formularies. The 
JCAH recognizes the important 
role an active committee can play 
in promoting rational drug therapy, 
in fostering the safe use of drugs, 
and in assisting in drug evaluation. 
In surveying a hospital for accredi- 
tation, the JCAH inquires: 

@ Is there a pharmacy commit- 
tee of the medical staff? | 


rational drug therapy: 


a8 it is—and what it is not 


by AUGUST H. GROESCHEL, M.D. 


@® Is the formulary or drug list 
kept current? 

The governing body of a hospital 
must necessarily delegate the re- 


sponsibility of medical functions to | 


the medical staff. Only the medical 
staff can assume responsibility for 
the quality of medical care ren- 
dered patients. Most medical staffs 
are well aware of the need for an 
orderly and scientific method of 
selecting and evaluating drugs. The 
influx of new drugs and the con- 
tinued marketing of established 
drugs makes such a method essen- 
tial. 

To fill this need, a pharmacy and 
therapeutic committee has been 
established in many hospitals. This 
committee is an integral part of 
the medical staff. Its members are 
chosen from and by the. medical 
staff. They are responsible for 
selecting drugs to be stocked in 
the hospital pharmacy—a responsi- 
bility delegated to them by the 
medical staff. 

The formulary system, imple- 
mented by the pharmacy’ and 
therapeutic committee, is primarily 
a means of medical staff self- 
government. The system was for- 
malized as early as 1936, when 
the American College of Surgeons 
adopted the first minimum stand- 
ard for pharmacies in hospitals. 
This standard, revised in 1950 by 
the American Society of Hospital 
Pharmacists,* charges the phar- 
macy and therapeutics committee 
with the following responsibilities: 

* This revised standard has been ap- 
proved by the American Pharmaceutical 


Association, American Hospital Associa- 
tion, and the Catholic Hospital Association. 
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BUFFERIN. 


The better-tolerated salicylate for hospital patients 


When patients complain of headache, or other 
minor aches or pains, BUFFERIN gives fast relief but 
seldom causes gastric upsets, even in large doses.’ 


Although arthritic patients are markedly more. 


susceptible to straight aspirin than the general 
population, they tolerate BUFFERIN well.’ 


Each BUFFERIN tablet contains 5 grains acetyl- 
salicylic acid plus the antacids magnesium carbon- 
ate and aluminum glycinate. | 


BUFFERIN contains no sodium. 


| 

| 

| 

| 

| 

| 

| BUFFERIN is easy to dispense when you use the 

| convenient Hospital Package—250 individual 

| aluminum foil-lined packets, each containing 

| two BUFFERIN tablets. Economical, too. Each 

| dose costs you only 114 ¢. 


References: 1. Ind. Med. 20:480, 1951. 2. J.A.M.A.: 158:386 (June 4) 1955. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N.Y. 
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1. To develop a formulary of 
accepted drugs for use in the hos- 
pital. 

2. To serve as an advisory group 
to the hospital pharmacist on mat- 
ters pertaining to the choice of 
drugs. | 

3. To evaluate clinical data con- 
cerning drugs requested for use in 
the hospital. 

4. To add to and to delete from 
the list of drugs accepted for use 
in the hospital. 

). To prevent unnecessary dupli- 
cation in the stock of the same basic 
drug and its preparations. 

6. To make recommendations 
concerning drugs to be stocked on 
the nursing unit floors and by other 
services. 


NOT A FIXED LIST 


The formulary is not a fixed list, 
as many formulary critics state. 
It is a dynamic list that is reviewed 
continually by those on the medical 
staff best qualified to evaluate the 
vast arsenal of therapeutic agents 
available. It is an efficient list that 
prevents unnecessary duplication 
of drugs. And, it is a discriminate 
list, a list designed to protect the 
patient from the confusion that 
may result from stocking many 
brands of the same drug. 


Additions and deletions in the 


formulary are continually made 
by the pharmacy and therapeutics 


committee as it evaluates the drug - 


therapy requests of individual staff 
members. 

Once the formulary system is 
adopted by the medical staff, the 
pharmacist is charged with the 
responsibility of selecting the ven- 
dors for the drugs the pharmacy 
will stock. If he is conscientious 
and able, the pharmacist will select 
reputable firms, firms that engage 
in research and practice rigid qual- 
ity control. If the pharmacist’s 
selections are unsatisfactory, the 
medical staff may return at any 
time to complete brand name usage, 
should they so desire. 

In the formulary system, hospital 
pharmacists do not dispense a dif- 
ferent brand of drug from the drug 
specified on the prescription unless 
they are specifically authorized to 
do so. In the adoption of the formu- 
lary system by the medical staff, 
such authorization has been ob- 
tained in advance—and usually in 
writing—from the medical staff. 
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There is no intent to deceive; in- 
deed, there is no deception. The 
rules under which a hospital for- 
mulary operates must be formu- 
lated with the cooperation and 
prior approval of the medical staff. 
If there is no approval by the med- 
ical staff for the use of generic 
rather than trade name _ drugs, 
there is no adequate basis for a 
formulary system. 

It is my personal belief that 
the use of a formulary system, 
controlled and operated by the 
medical staff, with stated rules 
including one permitting the use 
of pharmacy committee-approved 
drugs whenever trade name drugs 
are prescribed, is not in violation 
of any pharmacy laws or regula- 
tions concerning substitution. 

The individual physician may 
give his permission for the use of 
generic rather than trade name 
drugs in several other ways. For 
example: 

1. The physician (and the den- 
tist), when signing the medical 
staff bylaws, could. be asked to 
sign a separate form authorizing 
the pharmacy to dispense the basic 
drug in instances when he (the 
physician) prescribes by brand 
name unless he specifically indi- 
cates that he desires that particu- 
lar brand. 

2. The hospital could print a 


statement on its prescription blanks. 


and patient charts indicating that 
basic drugs may be used where a 
brand name is_ specified, unless 
otherwise requested. : 

The advantages of the formulary 
system are not limited to the ob- 
vious economies inherent in limit- 
ing drug purchases. The medical 
staff benefits, and more important, 
so does the patient. A medical staff 
using the formulary concept, for 
example, will have a standard drug 
nomenclature appearing on med- 
ical records rather than a group 
of trade names that may vary or 
disappear with the passing of time. 
The use of generic names will also 
prevent the ordering of the same 
basic medication under several 
trade names for the same patient, 
with resultant overdosage. This 
problem often occurs when a con- 
sulting physician who is unfamiliar 
with the trade name of the medica- 
tion already prescribed orders the 
same drug under a different trade 
name. 


In teaching pharmacology, both 
medical and pharmaceutical schools 
rely on generic rather than brand . 
name terminology. When this tech- 
nique is carried-over into the hos- 
pital, it is an added assurance that 
the drug used will be properly 
identified by its generic title. 

Generic usage is not a new con- 
cept. It is not intended to be revo- 
lutionary. Its use has been advo- 
cated by such thoughtful groups 
as the Council on Drugs of the 
American Medical Association and 
the Joint Commission on Accredi- 
tation of Hospitals. 


LONGSTANDING COOPERATION 


The hospitals of this country and 
Canada and the reputable pharma- 
ceutical companies serving them 
have a long history: of fruitful 
cooperation. This cooperation has 
been particularly notable in the 
area of research and development 
of new drugs, where programs 
work closely with clinical research 
programs in hospitals. 

It is, I think, ironic and certainly 
significant that almost every hos- 
pital that supports a clinical re- 
search program pursues a pharma- 


ceutical policy that provides for 


(1) a highly effective pharmacy 
and therapeutics committee of the 
medical staff, (2) a hospital for- 
mulary, and (3) the use of generic 
rather than brand names. The hos- 
pitals that have cooperated most 
closely with the leading pharma- 
ceutical companies in the research 
and development of new drugs now 
find themselves under criticism be- 
cause of the very policies and pro- 
cedures which made it possible for 
them to cooperate most effectively 
in the development of new and 
better drugs. 

It seems to me that this contro- 
versy is based on a misunderstand- 
ing of the rational drug therapy 
concept as defined by the Commit- 
tee on Pharmacy of the AHA in 
1937. This committee recognized _— 
the need and advocated the use of — 
a pharmacy and therapeutics com- 


-mittee and a formulary system in 
implementing the concept. 


To insure that we can always 
demonstrate without difficulty or 
delay that our practices and pro- 
cedures are in complete conformity 
with applicable legal, ethical and 
1 standards in carrying out 
this cencept, it is advisable to peri- 
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adequate blood flow 


The new B-D LANCET produces a 
half-round incision that tends to 
pout or ““gape’’— avoids premature 
closure—clotting delayed. 


Result an easier and immediate 
yield of an adequate flow of blood. 


stainless steel—very thin, yet rigid 


sterile — ready for immediate use 


minimal dilution 


The “gape-incision” of the B-D 
LANCET makes “milking” of the 
finger tip unnecessary —just gentle 
pressure. 

Result a minimal dilution of the 
blood by tissue fluids—a truer 
specimen of the patient’s blood. 


B-D] sterile disposable blood lancet 


unique ‘gape-incision”’ gives you... 


controlled penetration 


Side flanges of the B-D LANCET av- 
tomatically control depth of pene- 
tration. The angle and length of 
the point ensures that incision is in 
region of densest capillary supply. 


Resulf easy penetration—fewer 
tactile corpuscles traumatized — 


minimal pain. 


.° hermetically sealed in pre-formed foil 


° translucent top for positive point location 


ower 
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=P433 PACKAGE — Con- 
sists of 5 aluminum canisters 
each having 20 individually 
sealed LANCETS and the B-D 
Tallquist Hemoglobin Scale. 
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odically review these practices and 
procedures. The hospital’s legal 


counsel is qualified to render as- 


sistance in such matters. 

Finally, a reasonable and prac- 
tical method of promoting greater 
harmony and the possible resolu- 
tion of the confusion and misun- 
derstanding that exists appears to 
be a conference of the interested 
parties. Such a conference, I feel, 
would not only provide an avenue 
by which the current issues might 
be resolved, but suggest a mech- 
anism whereby future misunder- 
standings could be avoided. Let us 
discuss frankly and _ objectively 
the problem at hand, always bear- 
ing in mind, however, that the 
ultimate objective is the welfare 


of the patient. s 


Notes and Comment 


Law of hospital pharmacy 
theme of ASHP Bulletin 


The law of hospital pharmacy is 
the theme of the May-June issue 
of The Bulletin of the American 
Society of Hospital Pharmacists. 
Featured in this special issue is 
a comprehensive article by Dr. 
George F. Archambault, who is a 
lawyer as well as a pharmacist. Dr. 


Archambault discusses the legal 


responsibilities of administrators, 
pharmacists, and of hospitals in 
the safe handling of drugs in hos- 
pitals. 

Of special interest to administra- 
tors and other hospital personnel 
is an article giving suggested regu- 
lations and procedures for the of- 
tentimes vexing problem of han- 


dling narcotics in hospitals. 


Some aspects of the problems of 
product duplication and alleged 
substitution in hospitals are dis- 
cussed by Dr. August Groeschel, 
associate medical director of New 
York Hospital. Other articles fea- 
tured in this special issue discuss 
some principles in the handling of 
investigational drugs and legal re- 
quirements of hospital pharmacies 
in Michigan. 


Promethazine used as 
anesthetic agent 

Promethazine, which has proved 
successful in combatting seasick- 
ness and allergic conditions, may 
prove to be one of the safest drugs 
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available for producing light an- 
esthesia, a Chicago anesthesiolo- 
gist has stated. 

Max Sadove, M.D., writing in 
the Journal of the American Med- 
ical Association, said the drug has 
also been used to quiet hiccuping 
and control nausea, and has proved 
safe as a sedative for children and 
old people. Promethazine has been 
used as one of the anesthetic agents 
given to patients to prepare them 
for surgery under hypothermia. 

Dr. Sadove has used the com- 
pound for some 1,090 patients 


undergoing regional, local and 
general anesthesia for surgery. 
He found that combining it with 
other anesthetic agents reduced the 
amount of other agents necessary. 
It also reduced the hazards of fall- 
ing blood pressure and excessive 
heart rate during anesthesia. Al- 
though further study is needed to 
confirm his findings, he said it ap- 
pears that promethazine is one of 
the safest drugs available for pro- 


‘ducing basal anesthesia, on which 


to base further and deeper anes- 
thesia. 
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weights furnished) 
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CTION FRAME 


Attaching simply to the springs of the bed, 


the new Side Arm Traction Frame eliminates 
the need of keeping the patient? stationary 
while in traction. With this new frame the 
back rest of the bed can be raised or 
lowered, yet the traction remains unchanged. 
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without marring tubing. 


m 


ZIMMER MANUFACTURING CO. * WARSAW, INDIANA, U.S.A. 


ROOK FOR THE TRADEMARK 


in Canada Available through 
. Agents, 


selected surgical supply dealers or through our 


< 
NO. 908 
oj 
™ 
- 
ie 
3 | 
/ 
~ 
| 
| 
| 
| 
| 
| 
| 
7\ 


by EDWARD C. 


HE MOST important asset on the 

balance sheet besides cash is 
inventory. If there is too little in- 
ventory on hand, operations suf- 
fer; if the inventory is too large, 
working capital is tied up need- 
lessly and waste invited. The meth- 
od of evaluating inventory can also 
affect the institution’s financial sta- 
bility. 
The framework of the inventory 
control system that has proven suc- 
cessful at the Hospital of the Wo- 
man’s Medical College of Pennsyl- 
vania consists of five basic points. 
These points, which with some 
modifications should prove helpful 
to other hospitals, are as follows: 

1. Physical inventories are tak- 
en periodically. 

2. A storeroom catalogue is 
used. 

3. Perpetual inventory records 
are kept, with a control account in 
the general ledger. 

4. Receiving reports are made 
in triplicate and used for compari- 
son with actual counts of orders 
received. 

5. Storeroom requisitions are 
used for releasing supplies. 


SEMIANNUAL INVENTORY 


Periodic physical inventories 
should be taken at least once a 
year and preferably more often, 
if the size of the institution war- 
rants it. In our hospital, which has 
a capacity of 206 adult beds, we 
take physical inventories twice a 


Edward C. Kane is assistant administrat- 
or of the Hospital of the Woman's Medical 
College of Pennsylvania, Philadelphia. 
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KANE 


In this, the second of three related 
articles on inventory control, Edward 
C. Kane describes the control system 
used successfully at the Hospital of the 
Woman’s Medical College of Pennsyl- 
vania. This system, with its emphasis 
on visual controls and manual record 
keeping, is in direct contrast with the 
system to be described in the third 
article of this series, which makes ex- 
tensive use of mechanical aids in in- 
ventory control. The first article of the 
series, which appeared in the June l 
issue of this Journal, advanced a system 
for determining the proper amount of 
a quantity item to order in relation to 
the cost of placing the order and the 
cost of maintaining the inventory. 


year on all supplies except food 
and heating fuel; inventory on 
these two items is taken monthly. 
Hospital employees take all inven- 
tories except thosé of drugs, which 
are taken by a pharmaceutical firm. 
One person other than the store- 
keeper assists in the taking of in- 
ventories, preferably someone from 
the purchasing or accounting de- 
partments. 

The taking of physical inven- 
tories is a very important part of 
internal control, since it is the 
only means of being certain that 
supplies shown on the perpetual 
inventory record are actually in 
existence. Any sizable discrepancy 
between the physical inventory and 
the perpetual inventory record, 
either over or under, is carefully 
investigated. In addition, the store- 
keeper periodically checks quanti- 
ties for comparison with the per- 
petual record in such a way that 


steps to good inventory control 


once each year all items have been 
physically checked for quantity by 
him. 


STOREROOM CATALOGUE 


The second step in achieving in- 
ventory control should be the com- 


_pilation and issuance of a store- 


room catalogue. The catalogue used 
in our hospital shows the name of 
the item, the catalogue number, the 
bin location (this is, the physical 
location of the item in the store- 
room) and the standard unit quan- 
tity to be ordered and issued. The 


-storeroom catalogue is important 


in a control system because if it is 
used properly, personnel of the in- 
stitution can be kept informed as 
to what supplies are carried in the 
storeroom. The catalogue serves 
two primary purposes: 

1. It prevents direct purchase by 
a department head of an item al- 
ready stocked in the storeroom. In 
our ordering. system, department 
heads may initiate purchases by 
sending to the purchasing depart- 


ment a requisition which becomes 


the basis of a direct purchase or- 
der. Before the storeroom catalogue 
was issued, purchase orders were 
frequently written for items that 
were carried in the storeroom. The 
catalogue tells those who initiate 
requisitions as well as purchasing 
department personnel which sup- 
plies are available from the store- 
room and which must be ordered 
from outside. 

2. With positive knowledge of 
what is carried in the storeroom, a 
substitution may be made for an 
item not carried but requested, 
thus preventing an additional pur- 
chase. | 

One of the most important pieces 
of information in the catalogue is 
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DESIGNED ESPECIALLY FOR THE REVOLUTIONARY 
ALOE 3-POINT 
FOOD SERVICE SYSTEM 


= 


This new Aloe Food 

Carrier is the key unit 

in the Aloe 3-point Food 
Service System which... 

(1) Brings appetizing food to 
each patient’s bedside with hot 
foods still kitchen-hot, and cold 
‘foods cold and firm. 

(2) Preserves the delayed meal. 


(3) Provides separate transport 
for soiled trays and dishes. 


Only the Aloe 3-point System 
provides all three of these 
essentials. It can help you serve 
better, tastier food at less cost 

per patient meal, with a 
substantial savings in time, 
personnel and space. And while the 
equipment is designed to be used 
as a system, each unit can be 
purchased and used separately to 
improve your present: food service. 


Mail the coupon today for complete | 
details, without cost or obligation, The ALOE FOOD CARRIER—One side for hot dishes, the 
of course other for cold, and convenient drawers that help organize 
‘ : servings and maintain temperatures because there are no doors 
to open. Individual servings can be supervised at the kitchen 
and then delivered at desired temperatures. 


The ALOE 

SERVICE PANTRY 

Hot and cold compart- 14 

ments as in the Carrier. FULLY- 
Built-in electric recep- Se aloe 
tacles. Delayed meals — Wor/ld’s Foremost Hospital Supplier DIVISIONS 
be preserved in this unit COAST TO 
until patient is ready. Per-— COAST 


fect for the occasional 
between-meal service. = 


7 

Food Service Division, A. S. Aloe Company 

The ALOE — = 1831 Olive St., St. Louis 3, Mo. 
SOILED TRAY TRUCE —4 _ 4 Please give me details on the revolutionary Aloe 3-point | 
Returns soiled trays and ee S Food Service System. 
dishes direct to dishwasher, 
avoiding possible soiling he y Name Title | 
and contamination of the Y Hospital | 
fresh food carrier and | 
speeding service. 
City Zone State | 


w 
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the catalogue number of each item 
in the storeroom. Corresponding 
numbers also appear on the per- 
petual inventory record, the store- 
room requisition, the purchase or- 
der and the vendor’s invoice. These 
catalogue numbers are used for 


identification purposes, especially 


in the case of medical and surgical 
supplies. The use of numbers as 
well as names does much to facili- 
tate the issuance of supplies and 


the posting of receipts and dis- 
bursements, and eliminates confu- - 


sion as to the exact item ordered. 
The use of bin locations in the 
catalogue facilitates the rapid lo- 
cation of supplies in any emergency 
that may arise when the store- 
keeper is off duty. The standard 
unit of quantity is valuable in pric- 
ing stores requisitions. 


MINIMUM-MAXIMUM QUANTITIES 


The perpetual inventory record 
lists, among other information, the 
maximum and minimum quantity 
to be stocked of each item. This is 
extremely important information; 
the person posting receipts and 
disbursements to the perpetual in- 
ventory record notifies purchasing 
and stores immediately when the 
minimum quantity of an item has 
been reached. The purchasing agent 
can be of assistance in setting up 
maximum and minimum quantities, 
as he has first-hand knowledge of 
how long it takes to complete an 
order. 

The purchasing department may 
also find this record valuable as a 
running comparative record of the 
price of each item and its rate of 
use. If the item is used in large 
quantities, the purchasing agent 
may want to consider ordering it 
in larger quantities and thus take 
advantage of a quantity discount. 
Conversely, if an item is consumed 
slowly it may be possible to reduce 
the amount purchased, thus con- 
serving operating capital. It is also 
worthwhile for the purchasing de- 
partment to review the perpetual 
inventory record periodically. The 
employee posting receipts and dis- 
bursements can cooperate in this 
by notifying the purchasing agent 
of any item or items for which no 
demand is shown. Changes in the 
medical and surgical staff can con- 
tribute to declining use of certain 
items. For example, one surgeon 
may use only cotton sutures, while 
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another may use only catgut or 
silk. The first clue to any changes 
in demand is likely to be found in 
the perpetual inventory record. 
It is also important to know 
which inventory items are being 
used by only one or two members 
of the medical and surgical staff 
and which are being used by all 
members. This point was demon- 


strated some years ago at our hos- 


pital in connection with surgical 
gloves. When records showed that 
large quantities of Size 6 gloves 
were being used, a large order was 
placed for this item in order to 
take advantage of a quantity dis- 
count offered by the manufacturer. 
Long before the supply was used, 
however, the demand _ suddenly 
ceased. On investigation, we found 
that only four surgeons had been 
using the gloves, and that they had 
left the hospital on completion of 
their surgical residency. 
Standardization of inventory 
items wherever possible should be 
achieved with the objective in mind 
of eliminating or decreasing the 
inventory of similar items. 


RECEIPT OF SUPPLIES 


No discussion of inventory con- 
trol would be complete without 
mention of internal controls over 
the receipt and issuance of sup- 
plies. The receiving report is one of 
the most important of these con- 
trols. All supplies; whether store- 
room items or direct purchases for 
departments, are received and 
counted by the storekeeper. The 
storekeeper receives a copy of the 
purchase order, when one is issued, 
which lists the item to be purchased 
and the vendor’s name. Quantity, 
price and other confidential infor- 
mation is deleted from the store- 
keeper’s copy by a carbon black- 
out. This absence of information 
concerning quantity insures the 
counting of supplies. 

The storekeeper, upon comple- 
tion of the count and examination 
of the supplies received, prepares 
a receiving report in triplicate. If 
the supplies received are for the 
storeroom, the storekeeper retains 
the triplicate copy for his record 


after signing all three and forwards 


the original and one copy to the 
purchasing department. If the sup- 
plies are to be used by a depart- 
ment immediately, all copies of the 
receiving report are forwarded 


with the supplies for countersign- 
ing by the department head, who 
thereupon returns all three copies 
to the storekeeper. The storekeep- 
er then makes the distribution 
noted above. 

The purchasing department files 
one copy of the receiving report 
with its copy of the purchase order 
and holds the original receiving 
report for comparison with the 
vendor’s invoice. When the invoice 
is received, the receiving report 
and purchase order are checked 
against it. If they are in order, all 
three papers are forwarded to the 
accounting department for pay- 
ment of the invoice. 


ISSUANCE OF SUPPLIES 


Supplies from the storeroom are 
issued upon receipt by the store- 
keeper of a storeroom requisition. 
Requisitions are made out in du- 
plicate, using a snap-out form. The 
department requesting supplies 


keeps the original for checking 


against the supplies to be issued 
them and forwards a signed copy 
to the appropriate administrative 
head for approval. One requisition 
is required for each type of supply. 
Supplies other than emergency 


supplies are issued once a week by 


the storeroom upon receipt of the 
approved requisitions. 

The use of the inventory controls 
mentioned here will do much to as- 
sist management but only if they 
are used intelligently. Nothing 


could be more untrue than an as- 


sumption that inventory control is 
solely an accounting department 
function. Internal control of inven- 
tory is an accounting responsibility, 
it is true, but the purchasing de- 
partment can do much to help the 
accountant. Our purchasing depart- 
ment gave valuable advice and as-: 
sistance in setting up the control 
system outlined above. Purchasing 
can also put to good use the con- 
trols mentioned. 

If adequate inventory controls 
are set up and strictly adhered to 
by all personnel connected with 
ordering and storing supplies, ad- 
ministration can then be more con- 
fident that full control of invento- 
ries is being maintained and that 
information recorded may safely 
be used in the preparation of the 
financial statement, analysis of 
purchasing programs, price con- 
trol, and preparation of budgets. ® 
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the first sterile, 
stainless-steel 
surgical blade 


new SterSharps valuable aid to surgeons and nurses...saves time, eliminates blade waste 


The new SteriSharps surgical blade is made of 
stainless steel. It has the sharpest, most uniform, 
most durable cutting edge available. Comes to you 
ultrasonically cleaned and heat-sterilized for asep- 
sis. Saves time, simplifies technic. 

Surgeons can depend on consistent sharpness with 
SteriSharps. Electronic testing by the ASR Sharp- 


ometer® guarantees uniform sharpness. 

SteriSharps offer important economies, too. Only 
blades actually needed are used. They’re unaf- 
fected by autoclaving, dry heat, solutions. Sealed 
packets can be re-autoclaved, stored indefinitely. 
For details, write: ASR Hospital Division, Dept. 
HH, 380 Madison Ave., N. Y. 17, N. Y. 


Only SteriSharps offer ali these advantages... 


© Sharpest, most durable cutting edge 
* Can be re-autoclaved, stored in packs 


© Consistent sharpness in every blade 
© Sterile SteriSharps eliminate jars, racks and irritating solutions 


© SteriSharps will not corrode 


Ster « the first sterile, stainless-steel surgical blade 


precision products 


Blade Dispenser. available. Your supplier 
has SteriSharps surgical blades in every 
design. Stainless-steel ‘dispenser shown 
above is yours free with every five gross. 
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Explosion-proof stand units 
(12B-1) 


Manufacturer's description: These explo- 
sion-proof units, which provide all 


the essential facilities of cabinet 


models, now bear the Underwriters’ 
Laboratory seal and C.S.A. for 
safety. The No. 900 suction and 
ether unit now provides a larger 
stand, and the ether system has a 
new micrometer-type regulator in- 
dicating the ether flow in liters per 
minute, with the same setting pro- 
ducing the identical rate of flow 
every time. The suction unit, No. 
901, is equipped with the same 
stand as the No. 900 but has suc- 
tion facilities only. Both units in- 
clude a device which automatically 
prevents suction overflow. Gomco, 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


Dept. H, 828 E. Ferry St., Buffalo 
N.Yi 


Finger guards (12B-2) 

Manufacturer's description: Made of 
heavy-duty, flexible extruded vi- 
nyl, ‘“Dor-Gards” have multiple 
flexpoints to eliminate cracking. 
This safety device has extruded 
aluminum moldings, with self- 
threading screws, to facilitate ap- 
plication to both sides of pivoted 
or hinged metal or wood doors. No 
anchor moldings or screws are ex- 
posed when the installation has 
been completed. Dor-O-Matic Di- 
vision, Republic Industries, Inc., 


PRODUCT NEWS 


Explosion-proof stand units (12B-1) 
iain Microfilm flow camera (12B-3) 
Dosimeter pens and charger (12B-4) 
Pediatric examining table (12B-5) 
machine (12B-6) 
contour scraper (12B-7) 
Oxygen therapy kit (12B-8) 


PRODUCT LITERATURE 


Hospital communications systems 
(12BL-1) 

Electromagnetic controls (12BL-2) 
Radiation protective equipment 
(12BL-3) 


NAME and TITLE. 


Grease interceptor (12B-9) 
Lettering unit (12B-10) 
Instituti onal aluminum foil 


demineralizer (12B-12) 
___..__Dust “‘absorber’’ (12B-13) 


Stool softener (12B-15) 


dispensers (12B-11) 


Concentrated Bactine (12B-14) © 


Self-adhesive pipe marking 
materials (12BL-4) 

Spray-bath shower system (12BL-5) 
Natural color post cards (12BL-6) 


Radioactive isotopes (12BL-7) 


HOSPITAL. 


ADDRESS 


(Please type or print in pencil) 
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An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. i 


Dept. H, 7350 W. Wilson Ave:, Chi- 
cago 31, Ill. | 


Microfilm flow camera (12B-3) 


Manufacturer's description: In addition te 
its low price feature, this unit offers 
numerous operational advantages 
including a filming speed of ap- 
proximately 125 feet of printed 
copy a minute. Because of its sim- 
plified design, the unit does not 
require a trained operator. The 
camera is adjustable for either 
duplex operation— photographing 
both sides of a sheet of paper 
simultaneously—or duo operation 
—recording documents in two par- 
allel tracks on a single film roll, 
and is capable of recording 7,200 
842 by ll-in. pages on a single 


100-ft. roll of film. Documat, Inc., 
Dept. H, Belmont, Mass. 


Dosimeter pens and charger 

(12B-4) 

Manufacturer's description: For safety and 
for quick, accurate measurement of 
radiation accumulation, this com- 
pany offers a family of lightweight 
dosimeter pens ranging from 200 - 
milliroentgens to 100 roentgens, 
and a compact, transistorized do- 
simeter charger that charges any 
number of standard dosimeter pens 
in a few seconds. The pens are 
direct-reading self-contained elec- 
trometers weighing only % oz., 
packaged in a durable metal case 
with pocket clip. The charger oper- 
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ates from a single standard flash- 
light cell. Universal Atomics Corp.., 
Dept. H, 143 E. 49th St., New York 
a7, 


Pediatric examining table (12B-5) 
Manufacturer's description: This pediatric 
examining table is 24 by 40 in. and 
is 37% in. high: It has side and 
back rails of natural birch wood, 
triple waxed for a lasting finish, 
5 in. high, with a measuring rod 
attached to the back rail. A folding 


front rail is available as an acces- 
sory at extra cost. A 15 by 21-in. 
drawer with a natural birch wood 
front panel is mounted in the cen- 
ter. This table comes equipped with 


a paper holder to accommodate 18- — 


in. paper rolls and a slot is pro- 
vided in both side rails for the 
paper to be fed through and easily 
torn off when used. Lumex, Inc., 
Dept. H, 9 Cleveland St., Valley 
Stream, N.Y. 


Marking machine (12B-6) 
Manufacturer's description: This marking 


machine, handles nine styles and 
60 sizes of tiekets, tags and labels 
for every kind of merchandise and 
can be used in the pharmacy for 
making accurate, legible labels for 
all types of pharmaceuticals. Con- 


A proven means of 


decreasing bed fall accidents 


@ Falling from bed accounts for a high percentage of accidents within the 
hospital. (41%, according to “Guide to a Planned Safety Program’’— 
HOSPITALS, December, 1955). These falls usually occur because the patient 


' “forgets” that he is in a bed which is considerably higher from the floor than 


is his bed at home. Stepping out of bed to a floor level lower than he antici- 
pates causes him to lose his balance and fall. 

Hill-Rom Safety Sides were designed especially to prevent such falls, and 
to minimize the extent of injury that may result when they do happen. They 
do this by serving to remind the patient that he has rolled near the edge of the 
bed and is in danger of falling. If he continues to roll he will be caught at the 
hip level by the Safety Side, and come out of bed with feet on the floor. When 
the patient begins to fall, he instinctively reaches out for the Safety Side to 
support himself or to ease the fall. : 

Safety Sides are also invaluable in helping the patient turn or lift himself 
in bed, in helping the ambulatory patient get into and out of bed, and in 
offering security to the patient without causing him to feel “‘penned in,” or 
to experience embarrassment by being restrained. 


Safety Sides In 
low position. 


Safety Sides in 
intermediate position. 


* Safety Sides in 
high position. 


SEND FOR THIS HELPFUL MANUAL—Procedure Manual No. 1, titled 
“SAFETY SIDES—A PROVEN SAFETY MEASURE” by Alice L. Price, R.N., M.A., 
Nurse Consultant for Hill-Rom and author of three leading textbooks on 
Nursing, explains in detail how to effectively use Safety Sides to prevent bed 
falls and serious injuries to patients. Copies for Student Nurses and Graduate 
Nurse Staff will be sent on request. Address Miss Price, c/o 


HILL-ROM COMPANY, INC. « Batesville, Indiana 
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trol systems can be set up through 
the utilization of duplicate gummed 
labels. Tickets, tags, and labels are 
available from the company. Price 
is under $80. The Monarch Marking 
System Co., Dept. H, 216 S. Tor- 
rence St:, Dayton 3, Ohio. 


Six-bladed contour scraper 


(12B-7) 
Manufacturer's description: The ‘‘Shape- 


Skrape” comes with six inter- 
changeable blades of tempered tool 


steel, shaped and ground to scrape 
compound contours of complex de- 
sign. Removing paint or varnish 
from molding, furniture, or wood- 
work can be accomplished with 
professional results. The plastic 
handpiece is shaped to fit the hand. 
Price is under $2. Meridian Prod- 
ucts Co., Dept. H, 366 Madison 
Ave., New York 17, N.Y. 


Oxygen therapy kit (12B-8) 
Manufacturer's description: This 9-lb. kit 


is no larger than a brief case. It 
contains two ICC-approved cylin- 


ders with a total of 112 liters of 
oxygen, a UL-approved regulator, 
a permanent or disposable nonre- 
breathing mask, a special filling 
adaptor, and a rugged carrying 
case. The unit administers up to 
25 minutes of oxygen. The piston- 
type regulators have a safety relief 
valve and the liter flow rate is 
adjustable. O.E.M. Corp., Dept. H, 
East Norwalk, Conn. 


Grease interceptor (12B-9) 
Manufacturer's description: An automat- 


ic, self-cleaning grease interceptor 
that uses enzymes to remove grease 
is now being marketed. At the 
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treatment port of the unit, a few 
ounces of “Enzymatic” are added 
daily. It rapidly dissolves grease 


into harmless water-soluble com- - 
- pounds which automatically flush 


away with the drain water. An 
initial supply of the enzymatic— 
a noncaustic enzyme compound 
high in lipase-oxidase content—is 
included with each unit. J. A. Zurn 


Mfg. Div. of Zurn Industries, Inc., — 


Dept. H, Erie, Pa. 


Lettering unit (12B-10) 
Manufacturer's description: Anyone can 


make name inserts with this “do- 
it-yourself” lettering outfit. A box 


holds the entire lettering unit con- 
taining 39 printing characters, ink- 


ing device, and lettering guide. The . 


nameplates are backed with ad- 
hesive and can be moved from one 
location to another. Wessco Prod- 
ucts Co., Dept. H, 1120 Farnam St., 
Omaha 2, Nebr. 


Institutional aluminum foil 
dispensers (12B-1) 
Manufacturer's description: A completely 


self-contained dispenser unit with 
the aluminum foil roll is furnished 
in three widths—12, 15, and 18 
in., and in three gauges—standard, 
heavy, and extra-heavy. The dis- 
penser packaging protects the foil 
from kitchen greases, fumes, and 


dust. When not in use, it is easy to 
store. Kaiser Aluminum & Chem- 
ical Sales, Inc., Dept. H, 919 N. 
Michigan Ave., Chicago 11, Ill. 


Water demineralizer (12B-12) 
Manufacturer's description: Doctors, clin- 


ics and others operating sterilizers 
or autoclaves will find this new 
water demineralizer helpful. Unit 
comes complete with quart size 

demineralizer, 


stand and grad- 
uate having a 
tight-fitting 
cover. The filter 
outlet extends 
through the 
cover. A stopper 
for the opening 
is provided to 
keep out foreign 
matter when the 
unit is not in use. Unit comes with 
air check valve for easy flow. Price 
is under $7, complete. Replace- 
ment filters are available. Crystal 
Research Laboratories, Inc. Dept. 
H, 29 Allyn St., Hartford 4, Conn. 


Dust “‘absorber”’ (12B-13) 
Manufacturer's description: A few drops 


of ‘“‘Dust Absorber” converts dust 
mops into magnetic dusters. This 
new fluid makes the mop yarns 
“electro-active’’ and the fibres 
“tacky”, so that dust is attracted 
and held to the mop. The accumu- 


lated dust and dirt can then _ be 
shaken out, or washed out as 
needed. May be applied to cotton, 
wool or synthetic mops. Parlee 
Company, Dept. H. 301 E. St. Clair 
St., Indianapolis, 2, Ind. 


Concentrated Bactine (12B-14) 
Manufacturer's description: Now available 


is a new gallon-size container of. 


concentrated ‘“Bactine,’” econom- 
ically priced for hospital users. 
Each gallon diluted with water 
makes eight. gallons of the stand- 
ard strength product. The solution 
is used professionally for the asep- 
tic care of hands, preoperative 
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FLUID 


SOLUTIONS 
EQUIPMENT 
 $ERVICES 


The full line of Mead Johnson solutions 
and equipment supported by many ex- 
clusive technical services offer numerous 
benefits to your hospital. The principles 
of fluid therapy are better understood 


and easier to carry out safely and ac- 
curately with this threefold complete 
parenteral program. 


The Mead Johnson program offers 
greater standardization, efficiency and 
economy for all hospital departments ., 
participating in fluid balance therapy. 


For information about standardizing | MEAD JOHN S O N 


with the complete Mead Johnson line, SYMBOL OF SERVICE IN MEDICINE 
see our Parenteral Products Representa- 
tive or write to Parenteral. Products, 
Mead Johnson, Evansville 21, Indiana. 
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during | infusion — 


Amiset 


Assures Constant Sterility 
of Intravenous Solutions 


| 


ty 


Disposable AMISETs assure maximal control 
| of asepsis at all times during infusion. Unique 
| safeguards provided only by AMIsET feature 
...A constantly closed system 

... Always filtered incoming air 

The potential danger of a contaminated en- 
vironment is thus minimized. Sterility is 


never broken and the patient is continuously 
protected. 


Strong, safe, disposable 


Amisets are available for any infusion 
need. Many refinements and advantages 
include: 


Amifiliter® 
—constant protection during infusion 


Dripmeter 
—transparent, non-shattering, easily inserted 


New rubber pump 
—atr bubble exclusion 


Amifio® 
—reliable, ‘‘one-hand”’ drip control 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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FOR UNIMPEDED FLOW... 
GRAVITY OR PRESSURE 


Now—A Better Way To Filter Blood 


The new Mead Johnson blood set inverts, 
and thus restores, the filter to a more effec- 
tive, trouble-free position, so that: 


. the filter chamber need not be full for 
the filter to operate 


. head space for air prevents entry of air 
into the line 


. clots and air bubbles cannot seal off the 
filter walls 


And Filter First-Then-Pressure 


In new Mead Johnson blood sets with pres- 
sure units the pressure cylinder is separate 
from and below the filter chamber so that: 


... only filtered blood can enter the pressure 


chamber 


. clots cannot be forced through the filter 
by pressure application 


.Treturn to gravity flow is instant and 
effortless 


There is a Mead Johnson blood set, with or 
without a pressure unit, to meet any trans- 
fusion need. For more information, please 
see our Parenteral Products Representative 
or write to Parenteral Products, Mead 
Johnson, Evansville 21, Indiana for the 
booklet, ‘‘Transfusion Equipment.” 
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the ''solution’’ to 
80-95% | 
of fluid balance problems 


omeolytes 


. 


A practical system for fluid balance therapy 
is now possible using only four solutions. 
These solutions, the Mead Johnson Homeo- 
lytes, can be used to provide electrolytes-and 
water for maintenance or repair in SO to 95% 
of patients with fluid balance problems. 
Homeolyte dosage can be readily individ- 
ualized for infants, children and adults. 


Homeolyte Solutions simplify many fluid bal- 
ance problems for the busy physician. An 
easy-to-understand Homeolyte Information 
Kit describing the rationale and use of the 
new Homeolyte Solutions is available. Write 
to: Parenteral Products, Mead Johnson, 
Evansville 21, Indiana. 
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preparation of skin, antiseptic 

eleansing in first-aid and minor sur- 

gery, instrument disinfection and 

for sanitizing of equipment. Also 

available in pint bottles. Miles Lab- 

oratories, Inc., Dept. H, 1127 Myrtle 
. St., Elkhart, Ind. 


co 
Bactine 
For Further 


Stool softener (12B-15) 
Manufacturer's description: Colace, a new 


stool-softener for correction of 
constipation, now is available in 
syrup form. A teaspoonful of the 
orange-mint-flavored syrup sup- 
phes 20 milligrams of a nonlaxa- 
tive agent which allows intestinal 
‘ fluids to penetrate and soften dry, 
hard waste material, a major cause 


See for Yourself Why— 


of constipation. Mead Johnson & 
Co., Dept. H, Evansville 21, Ind. 


(SEE COUPON, PAGE 76) 


Hospital communication systems (12- 
BL-1)—Integrated communication 
systems for hospitals are described 
in this 20-page booklet. This sys- 


‘tem features a unique paging sys- 


tem that “whispers” its message; 
an audio-visual nurses call system; 
a central sound distribution sys- 
tem;. an administrative intercom 


system; and a natural voice paging © 


system. Dictograph Products, Inc., 


Dept. H, 95-25 149th St., Jamaica 


35, N.Y. 


Co., Dept. H, Florham Park, N. J. 


adhesive viny]1 plastic pipe markers, 
which conform to accepted stand- 
ards, are listed in this catalogue. 
Printed Cellophane Tape Co., Dept. 
H, 521 N. La Brea, Los Angeles 36, 
Calg. 


Spray-bath shower system (12BL-5) 
—This folder describes a new per- 
sonal cleanliness system for use 
with all institutional and industrial 
shower bath installations. The ma- 
chine, which can be installed in 
any shower room, delivers a jet of 
gentle, thorough-cleansing liquid 


a dignified and-economical public 


Alconox outsells ALL other 
Hospital and Laboratory deter- 
gents. 


@ OUTPERFORMS — Cleans 
Faster, Easier and more Efficiently. 


@ ELIMINATES tedious scrub- 
bing and loss of time. 


@ COMPLETELY SOLUBLE 
—tLeaves no film or residue. 


e@ ECONOMICAL — One 
tablespoonful costing only 2' 
cents will make a gallon of active 
solution. 


AVAILABLE 


Electromagnetic controls (12BL-2)— 

Catalogue 57-S gives complete in= at the touch ofa fingertip. Hunting- $ 1.95 
formation on new electromagnetic ton Laboratories, Inc., Dept. H, CARTON of 12 boxes of 3 Ibs........ 18.00 
control equipment. The catalogue Huntington, Ind. 
facilitates specifying adequate con- ‘Natural color post cards (12BL-6)— | ORUM of 100 Ibs............... lb. .40 
trol equipment. Automatic Switch This four-color circular shows how | ORUM of 300 Ibs............... lb. .37 


(Slightly higher on 


relations program for hospitals Pacific Coast.) 
Radiation protective oquipmient (12- may be achieved through use of 
BL-3)—This four-page natural color post cards. The cir- ‘ 
folder describes the company’s lead cular, along with actual samples, 
insulated lath, blocks, panels and will be sent on request. Curt Teich : 4 
screens as well as lead doors, pass Inc., Dept. H, 1733 W. Irving Wille far the 


boxes, light-proof shades and pro- 
tective windows. Also included are 
descriptions of control windows, 
louvers and fume hoods. Ameray 


Park Rd., Chicago 13, Ill. 


Radioactive isotopes (12BL-7)—Bul- 


letin 14A gives complete informa- 


literature Ma 4 ler 
| Zaner | 


and name 
of your nearest 


distributor. 


Corp., Dept. H, Route 46, Kenvil, tion and prices on a complete line 
x N. J. of radioactive isotopes. These can 
q be purchased in microcurie amounts 
q Self-adhesive pipe marking materials without a license from the U.S. 
bi (12BL-4)—“How to select the best | Atomic Energy Commission. Nu- 
4 self-adhesive pipe marking mate-  _cleonic Corporation of America, WETTING AGENT DETERGENT 
E rials” is the theme of this eight- Dept. H, 196 Degraw St., Brooklyn 


_ page catalogue. More than 500 self- 
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853 Broadway, Dept. H-12 * New York 3, N. Y. 
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is salad time 


salad entrees provide 
a refreshing change of pace 


for patients and personnel 


by HENRIETTE D. GEBERT | 


W HEN HOT weather comes, hos- 
pital patients like everyone 
else enjoy light luncheons. This is 
easy to achieve if the dietitian offers 
a selection of a cold entree as well 


as a hot main dish on the luncheon — 


menus. At Chicago’s Passavant Me- 
morial Hospital we find that in 
summer approximately 25 to 50 
per cent of the general diet patients 
will select a salad entree, especially 
if the menu item is well presented 
on the selective menu sheet and at 
the time it is served. 

We feel that it is extremely im- 
portant to describe the salad en- 
trees in an interesting manner on 
the selective menu sheet. For ex- 
ample, we call our cold cuts-green 
salad bowl a Chef’s Hearty Salad 
Bowl with Rye Wafer. We prefer to 
call our fruit salad plate the Passa- 
vant Fresh Fruit Plate. We like to 
list our stuffed tomato as Rosy Red 
Tomato Stuffed with Crabmeat, 
Dill Pickle, Shoestring Potatoes. 
We feel that a cream cheese sand- 
wich and relish will be more ap- 
pealing to the patient if it is listed 
as Cream Cheese, Olive and Nut 


Henriette D. Gebert is chief dietitian, 
Passavant Memorial Hospital, Chicago. 
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SUMMEF 


TOMATO STUFFED WITH CRABMEAT 


Pleasing to sight and taste, salad 


entrees are popular in summer with) 


patients and personnel at Passavant 
Memorial Hospital, Chicago. Recipes 
and cost figures for four of the hos- 
pital’s luncheon specialties are featured 
in this article. 


Sandwich Plate with Watermelon 
Pickles, Spiced Pear and Gelatin 
Dice. 

We feel that the manner in 
which the salad plates are assem- 
bled is just as important as the 
salad’s ingredients. Heavy-handed, 
unimaginative food production 
workers should be assigned to other 
tasks at this time. Fruits should 
be selected both for their color 
and flavor, and then cut into vari- 
ous shapes for an eye-filling pic- 


ture plate. All greens should be. 


chilled and crisp. 3 

At Passavant Hospital we also 
find that our employees enjoy cold 
salad plates during the hot weather. 
Selections can be offered from 
among those salads with a raw 
food cost of less than 20 cents. We 
offer smaller fruit plates with a 
gelatin mold center or when toma- 
toes.are in season, we include toma- 


PASSAVANT FRESH 
FRUIT PLATE 


CHEF'S HEARTY 
SALAD BOWL 


CREAM CHEESE, OLIVE AND NUT 
SANDWICH—SPICED PEAR 


toes stuffed with cottage cheese, egg 
or turkey salad in our employees’ 


- cafeteria. A particular favorite on 


Fridays among our doctors and 
nurses is a grilled cheese sandwich 
with sweet pickle chips. 

The following recipes for fruit 
and vegetable salad entrees are 
included with the hope that other 
hospitals may achieve the success 
that we have had with them by 
providing patients and personnel 
with summer menus that they 
really enjoy and which are nutri- 
tionally adequate. 


CHEF’S HEARTY SALAD BOWL 


One of our best received vege- 
table salad entrees is the chef’s 
hearty salad bowl with piquant 
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YOU ASKED FOR IT... 
CONVENIENT DISPENSING! 


\\ \ 


~/ 


FLEX-STRAWS NOW PACKED 
in a convenient DISPENSER BOX 


MINIMUM HANDLING...MAXIMUM PROTECTION 


FLEX-STRAWS are distributed quickly and efficiently from the 
new dispenser box. Straws are removed at corrugated section so 
that it is never necessary to touch either the end which is immer- 
sed or the end which touches the mouth; assuring maximum 
protection and sanitation. One or several FLEX-STRAWS can be 
dispensed with minimum time and effort. The dispenser tab may 
be closed between uses. ORDER FROM YOUR DISTRIBUTOR NOW. 


FLEX-STRAW COMPANY 2040 sroapway « SANTA MONICA, CALIF. 


Canadian Distributors: Ingram & Bell, Ltd. * Toronto 
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WITH the individual components of the Passavant Fresh Fruit Plate ready for 
assembling, the chef lines six salad plates with leaf lettuce before placing 
a #12 scoop of cottage cheese in the center of the salad base. Preparation of 
salads in groups of six or more conserves time and motion, thus reducing cost. 


AFTER placing two cantaloupe wedges in the 12 TWO orange slices at the 3 o'clock spot 
and 6 o'clock positions on the plate, the chef in- complete the first cycle of preparation. 
serts two pineapple fans at the 9 o'clock position. 


82 


COLOR and shape of the watermelon balls further enhance its attractiveness. 


French dressing and. rye wafers. 
Since the raw food cost of each 
salad bowl is 12 cents, this vege- 


table salad entree can be included 


on the employees’ as well as the 
patients’ menus.* We have found 
that it takes our chef approximate- 
ly 30 minutes to prepare 25 of these 
salad bowls. Here is the recipe for 
25 chef’s salad bowls: 

2 heads of lettuce (24s) 

1 head curly endive 

1 head romaine 
14 head red cabbage 

1 head escarole 

1 bunch radishes 
1, basket leaf lettuce 

1 Ib. julienne cold cuts, cut into 

14 oz. strips 
13 hard-cooked eggs, quartered 
1% pts. piquant French dressing, 
portioned into 1 oz. paper cups 

50 rye wafers 

1 large cucumber, sliced 

1. Wash and cut head lettuce, 


endive, romaine, red cabbage, esca- 


role and radishes and prepare as 
for tossed salad. : 

2. Place 2 or 3 liners of lettuce 
in each salad bowl. 

3. Fill each bowl to rim with 
salad mixture and top each salad 
with 6 strips of cold cuts. 

4. Garnish each salad bowl with 
2 quarters of hard-cooked egg and 
2 cucumber slices. 

5. Place 2 rye wafers, 1 oz. serv- 
ing of piquant French dressing and 
salad bowl on salad service plate. 

Variations: Chef’s hearty salad 
bowl can be varied with different 
julienne meats, such as chicken, 
turkey, bologna, or veal loaf, or 
with cheddar or Swiss cheese. 

Other salad dressings that could 
be used with this salad entree are 
anchovy, chiffonade, chutney, Ital- 
ian, roquefort or Spanish French 
dressings. 

Other types of crackers or salt 
sticks may be substituted for the 
rye wafer accompaniment. The egg 
garnish may be omitted and a small 
egg salad sandwich on whole wheat 
bread substituted. 


TOMATO STUFFED WITH CRABMEAT 

A popular party or special holi- 
day vegetable salad entree is our 
rosy red tomato stuffed with crab- 
meat, served with shoestring pota- 
toes and dill pickle chips. The raw 
food cost of this salad entree is 
approximately 40 cents per serving 


* Cost of the menus is based on prices 
in the Chicago market for May 1957. 
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UNPEELED apple wedges are added to give more color and texture contrast. 
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Old-type salt, pepper and sugar dispensers are often sources of infec- 
tion. Require constant washing, sterilizing and servicing. Require stor- 
age space for both themselves and bulk seasonings. 


How Diamond Crystal seasoning packets end 
danger of cross-infection from dispensers 


Diamond Crystal packets are individual seasoning containers, They 
are disposable and sanitary. Need no servicing. And your patients ap- 
preciate their modern convenience. 


Exclusive Diamond Crystal salt, pepper and sugar packets 


are hygienic. Save you money on labor and dispenser replacement 


ld-fashioned seasoning dispensers 
can be an expensive problem to 
hospitals. They get dirty quickly. 
Shakers and bowls need constant clean- 
ing. Re-filling. Sterilizing. 
Considering the price of labor today, 
servicing several thousand shakers can 
really run up your operating costs. 


Packets solve problem 


- Diamond Crystal seasoning packets are 
disposable. Hygienic. Eliminate dangers 
of cross-infection from dispensers. 

Each packet contains a generous serv- 
ing of either pure Diamond Crystal salt; 
spicy ground black pepper: or fine granu- 
lated sugar. When the patient finishes 
his meal, the packets are thrown away. 

There is never the danger of broken 
glass dispensers when you serve packets, 


Exclusive “‘shaker”’ action 


Only Diamond Crystal packets let you 
shake on seasoning. Their sturdy fiuted 
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paper construction allows the same 
method of application as old-type dis- 
pensers—without the costly need of regu- 
lar washing, filling and sterilizing. Your 
saving on dispenser servicing alone more 
than makes up for the slight additional 
cost of packets. 


Diamond Crystal Salt Co. 
St. Clair, Michigan . 

_ Please send me a free sample box of your sea- 
soning packets. 


Send for free samples 
See for yourself how Diamond Crystal 
packets can save you time and money. 
Just mail the coupon below. You will 
receive a free sample box of 100 Diamond 
Crystal salt, pepper and sugar packets 
for your own use by return mail. 


Mail this coupon for free samples 


Name 

Position 

Hospital 
Exclusive “Shaker action” of Address 
Diamond Crystal packets al- City 


lows controlled application of 
seasoning. 


| 
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5 
| 
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(LEFT) THE one-ounce con- 
tainer of French dressing is 
next placed on the plate. 


(RIGHT) HONEY cinnamon 
wafers are slipped in be- 
tween the pineapple fans 
and cantaloupe wedge. 


(RIGHT) STRIP of avocado 
serves as a garnish and 
gives height to this attrac- 
tive salad arrangement. 


m (LEFT) SPRIG or two of 
| parsley also may be added. 


(BELOW) SERVED with to- 
mato juice appetizer, but- 
tercrust roll, hot vegetable 
and cake dessert, the Pas- 
savant Fresh Fruit Plate is 
a refreshing, yet nutrition- 
ally adequate summer 
luncheon entree that has 
been well-received by pa- 
tients at Chicago's Passa- 
vant Memorial Hospital. 


and we find it takes the chef ap- 
proximately 45 minutes to prepare 
25 of these salad plates.* The recipe 
for 25 tomato-crabmeat salad 
plates is as follows: 

5-64 oz. cans crabmeat 

2 stalks celery, diced 

2 tbsp. vinegar 
1% mayonnaise 

14 basket leaf lettuce 
whole tomatoes 

'4-No. 10 can dill pickle chips 
14-No. 10 cans shoestring 
Parsley for garnish 

1. Mix vinegar with the mayon- 
naise. Add mayonnaise dressing to 
diced celery and crabmeat. : 

2. Wash, core and cut whole to- 
matoes crosswise and lengthwise, 
but not completely sectioning the 
tomatoes. 

3. Place a leaf lettuce liner on 
one-half of salad plate. 

4. Place partially-quartered to- 
mato on lettuce base and fill toma- 
to cavity with 1, No. 12 scoop of 
crabmeat salad. 

5. Garnish with parsley sprigs 
and 2 pickle chips. _ 

6. Fill remaining half of salad 
plate with generous portion of 
shoestring potatoes. 

Variations: Tomatoes could also be 
filled with tunafish salad, egg salad, 
cottage cheese or Farmer’s Slaw 
(cabbage, onion, green pepper and 
tomato pulp). 

Potato chips, corn chips, tea bis- 
cuits or slices of pumpernickel 


bread may be substituted for the 
shoestring potatoes. 


SANDWICH-SALAD PLATE 


One of our most popular sand- 
wich-salad plates is a cream 
cheese, olive and nut sandwich, 
watermelon pickle, spiced pear and 
gelatin dice. Since the raw food 
cost of each salad plate is approxi- 
mately 20 cents, this entree can be 
used for both employees and pa- 
tients.* Twenty-five of these salad 
plates can be prepared in 30 min- 
utes. Here is the recipe for 25 of 
these sandwich-salad plates: 

18 oz. cream cheese 
35 stuffed olives, chopped 

4 oz. nut topping 

1 oz. light cream 

3 loaves sandwich bread 
34 lb. whipped butter 
14-No. 10 can watermelon pickles 
25 whole, spiced pears 
10 oz. gelatin, diced 
1, basket leaf lettuce 

*Cost of the menus is a prices in 


the Chicago market for May 1 
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1. Thin cream cheese with light 


cream before combining with: 


chopped stuffed olives and nut top- 

ping. 

: 2. De-crust and butter sandwich 
bread. 

3. Spread cream cheese-olive- 

nut filling on half of the buttered 

slices of bread. 

4. Make sandwiches and cut 
each sandwich in half, horizontally. 

5. Place 1 lettuce liner on lower 
half of sandwich plate and top 
with spiced pear. 

6. Arrange sandwich halves, cut 
side down, on upper half of salad 
plate. 

7. Garnish salad section with 2 
watermelon pickle chips and gela- 
tin cubes as needed. 


PASSAVANT FRESH FRUIT PLATE 


The Passavant fresh fruit plate 
is a perennial favorite with our 
patients. The raw food cost of one 
of these fruit plates is approxi- 
mately 28 cents.* Our chef can 
prepare 25 of these plates in ap- 
proximately 45 minutes. Here is 
the necessary ingredients for 25 
fruit salad plates: 
large pineapple (12s) 
cantaloupe (45s) 
lbs. watermelon 
oranges (78s) 
apples (110s) 

Ibs. cottage cheese 
basket leaf lettuce 
50° honey cinnamon wafers 

pts. light french dressing 

avocado 
Parsley for garnish 
Pre-preparation 

1. Prepare 50 pineapple fans, 50 
cantaloupe wedges, 50 watermelon 
balls, 50 orange slices and 50 apple 
wedges (with skin). 

2. Slice avocado into 25 strips. 
_- 3. Portion French dressing into 

1 oz. serving containers. — 

Salad Plate Arrangement 
~ 1. Line each salad plate with 3 
leaf lettuce leaves. 

2. Place 1, No. 12 scoop of cot- 
tage cheese in the center of the let- 
tuce base. 

3. Place cantaloupe wedge in 
the 12 and 6 o’clock positions on 
the plate. 

4. Arrange 2 pineapple fans and 
2 orange slices in the 3 and , 
o’clock positions. 

5. Insert the 2 apple wedges and 
top with 2 watermelon balls. 


6. Add 2 honey cinnamon wafers 


*Cost of the menus is based on prices in 
the Chicago market for May 1957. 
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Comparative costs of salad and meat entrees 
offered together on selective menu 
Passavant Memorial Hospital, Chicago 


| 


| 
NUMBER OF RAW FOOD LABOR TOTAL COST PER 
PORTIONS | CosT* COST PORTION 
Chef's Hearty | | | 

Salad Bowl | | $2.80 1.13 $3.93 $.16 
or Broiled Lamb Chop |. $9.25 $0. 36 $9.81 $.39 
Tomato Stuffed with | | | | 

Crabmeat | 25 $9.93 $1.69 $11 62 $.46 
or Scalloped Chicken | 

and Noodles | 25 $5.00 $2.25 $7.25.| $.29 
Cream Cheese, Olive | | | 

and Nut Sandwich— | | : 

Spiced Pear $4.93 |$1.13$6.06| $.24 
or Baked Ham | 25 $3.50 $1.13 $4.63 $.19 
Passavant Fresh | | | | 

Fruit Plate $6.92 $1.69 $8.61 $.34 
or Smothered Swiss | | | | 

Steak | 25 | $4.50 $1 69 $6.19 $.25 


* Costs are based on prices in the Chicago market for May 1957. 


and container of French dressing 
in the remaining spaces on the 
plate. 

7. Garnish cottage cheese mound 


- with strip of avocado. Add parsley 


sprigs, if desired. 

Variations: Fruit salad plate ac- 
companiments can be as varied as 
the fruits selected. Some sugges- 
tions for dressings and bread ac- 
companiments for fruit salads are 


as follows: 

1. Honey French and 
a tea biscuit. 

2. Celery seed French dressing 
and a dinner roll. 

3. Lemon French Dressing and 
a blueberry muffin. 

4. Lime French dressing and 
raisin bread finger sandwich. 

.. Herb French dressing and 
ribbon sandwich (jelly). 


NOTES AND 


COMMENT 


AHA summer cycle menus 
to be used this month 


This month many hospitals 
throughout the country are using 
the American Hospital Association 
summer cycle menus. Each region 
of the country has a set of 21-day 
selective menus specifically geared 
to its regional food tastes. These 
menus were made available to the 
membership in the April and May 
1957 issues of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSO- 
CIATION. The Midwest and South- 
Southwest summer cycle menus 
were published in the April 1 and 
16 issues, respectively. The sum- 
mer menus for hospitals in the 
East and North-Northwest were 
featured in the May 1 and 16 is- 
sues, respectively. 


The summer cycle menus and the 
weekly market orders for perish- 
ables can be used through August 
31. On September 1 hospitals will 
be able to use the fall cycle menus, 
which will be published in the July 
and August issues of this Journal. ® 


Films on salad, sandwich 
preparation available on loan 


Two new films that may assist 
the dietitian in training her em- 
ployees in the preparation of sal- 
ads and sandwiches are now avail- 
able on a loan basis. Salad Prepa- 
ration, a 13-minute, 16 mm color 
sound film, shows salad greens and 
citrus fruit preparation and meth- 
ods of handling a French knife. In- 
quiries should be directed to the 
College of Home Economics, Syra- 
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cuse University, Syracuse 10, N. Y. 

Both the hand and fork methods 
of making sandwiches in quantity 
are shown in the 16 mm sound 
color film, Skill Counts at the 
Sandwich Counter. Further infor- 
mation on this 10-minute film can 
be secured by writing the National 
Restaurant Association, 8 S. Mich- 
igan Ave., Chicago 3, bd 


How to buy and store 
lettuce for maximum yield 


One of the most important com- 
ponents of an attractive salad is 
the fresh, crisp lettuce cup or leaf. 
Unless the dietitian is particularly 
careful in the selection and storage 
of lettuce, the background for her 
nutritional and artistic endeavors 
will be unattractive and the salad 
selection may be reluctan e- 
ceived, or refused by the patient\ 

The April 1957 issue of Institu-\ 
tional Feeding and Housing lists) 
some purchasing and storage tips 
to assist the institutional buyer in 
lettuce selection. Four types of let- 
tuce commonly selected by the in- 
stitutional buyer are: 

1. Crisphead, commonly called 


Iceberg, is the most important 
commercially and is characterized 
by firmness of head and crisp tex- 
ture. 

2. Butterhead, also called Boston, 
has deep rich green leaves which 
blend into a whitish green toward 
the core. 

3. Leaf lettuce. 

4. Romaine or cos has an elon- 
gated head and stiff, upright leaves. 
The leaves are somewhat coarse, 
but sweet. 

In purchasing any of these types 
of lettuce, the dietitian or pur- 
chasing agent should see that it is 
fresh, crisp, bright and tender. If 
the lettuce shows “tip-burn,” it 
should not extend beyond the two 
or three outer leaves. Although it 
is commonly believed that discol- 
oration at the butt end indicated 
old age or poor quality, this dis- 
coloration is caused by a milk lac- 
tate which bleeds from the cut 
end. On exposure to. air, the milky 
substance darkens to a rust color. 

Upon receipt, lettuce should be 
placed immediately under moist 
refrigeration. The most favorable 
temperature is 32° F., while the 


best relative humidity is 95 per 


-cent. In lettuce packed in cartons, 


it is better not to stack more than 
five cartons high, because the walls 
of the carton are relatively weak 
and they will collapse, if more 
weight is added. 


Revised dietetic internship 
booklet now available 


The recently revised and ex- 
panded booklet, A Dietetic Intern- 
ship, offers many pertinent and 
important facts concerning hospi- 
tal, food administration and food 
clinic internships. It is hoped that - 
hospitals will find this booklet 
helpful in planning hospital career 
promotion programs and for pam- 
phlet rack displays in lobbies and 
waiting rooms. In its pages a vari- 
ety of questions most frequently 
asked by prospective interns are 
coupled with brief, to-the-point 
answers. | 

Individual copies of the booklet 
will be sent free of charge upon 
written request to the American 
Dietetic Association, 620 N. Michi- 
gan Ave., Chicago 11, Ill. Lots of 
25 copies are priced at 75 cents. & 


your key to improved food service 


American Hospital Association 
Cycle Menu Service 


21-day selective cycle menu for each season of the year and for the following 
sections of the country: Midwest, South-Southwest, East and North-Northwest. 


Published in HOSPITALS, J.A.H.A., 16 times a year, in every issue except 
those of March, June, September and December. 


Designed for both normal and modified patient diets, as well as for personnel. 
For the 50-bed hospital and adaptable to hospitals of all sizes. 
Includes weekly market orders for perishables. 


Includes standard storeroom inventory. 
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FIRST STEP toward rating 
ourselves as managers is to 
identify and define the major fac- 
tors that are essential to good man- 
agement. In the author’s opinion, 
these factors are technical knowl- 
edge, organizational ability, lead- 
ership capacity, and supervisory 
know-how. Each of these factors, 
when applied in a positive sense, 
can contribute to good manage- 
ment in the following ways: 

Technical Knowledge—Enables the 
manager to advise subordinates 
effectively on proper procedures, 
equipment and materials. 

Organization, Administration and Con- 
trols—Skills in these areas enable 
the manager to delegate effective- 
ly; to hold subordinates respon- 
sible for the performance of the 
activities and functions delegated; 
to establish an effective organiza- 
tional structure; and to maintain a 
constant operating framework. An 
operating framework may be de- 
fined as the chain of command 
through which effective delegation 
is accomplished and competent su- 
pervision is exercised. 

Leadership Capacity—This qualifi- 


cation helps the manager to get. 


people to work together effectively 
toward the achievement of a com- 
mon objective. This factor has been 
called an “inspirational capacity.” 


Supervisory Know-How—This factor . 


is important in obtaining maximum 
production at a minimum cost in 
manpower and materials. 


John G. Steinle is associated with the 
firm of John G. Steinle and Associates, 
management consultants institutions, 
Garden City, N.Y. 
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by JOHN G. STEINLE 


The 20 criteria for evaluating per- 
formance as a manager presented here 
are divided into four distinct areas in 
which the author believes skills are 
essential for management excellence. 
By first reading the explanation of the 
20 criteria contained in the article, 
then answering “yes” or “no” to the 
questions as listed on the accompany- 
ing “score card,” the executive house- 
keeper can estimate his total skill as 
a manager and determine in which of 
the four broad areas any weaknesses 


may lie. 


The following 20 criteria can be 
used to evaluate performance as 
a manager on the basis of the above 
four factors. To score, allow five 
points for each “yes’’ answer and 
compare the total score with a pos- 
sible maximum of 100 points. 


TECHNICAL KNOWLEDGE 


1. Do you always know the best 
material or equipment to use for 
each housekeeping task? 

2. Do you have standards for ma- 
terials and equipment? Are these 
standards based on performance 
studies? For example, in determin- 
ing the kind of wax that should be 


used, do you try different waxes 


under normal operating conditions 
before establishing a standard”? 
3. In developing materials’ stand- 
ards, have you taken the cost of 
the materials into consideration? 
Often, one agent or item may be 
outstanding in materials used in 
housekeeping. The cost of the ma- 
terials, however, may be substan- 


tests of good 
housekeeping management 


tially more than is justified. Use 
of the next best materials may be 
more practicable. | 

4. Are teams used in every fea- 

sible situation? For example, have 
you considered and actually meas- 
ured the performance of teams for 
cleaning clinic areas, office areas, 
and laboratory and x-ray spaces? 
In some situations, areas are so 
spread that it does not seem fea- 
sible to use the team technique. 
Studies should be made to deter- 
mine feasibility. 
* 5. Have work standards been 
established for each major task 
performed by the housekeeping 
department? Do you know how 
much time is required for the 
cleaning of a given area; that is, 
(1) for the complete cleaning of 
rooms of different sizes, and (2) 
for making up beds, if this is a 
responsibility of the housekeeping 
department? 

6. Do you have standards for the 
use of materials? Is it known, for 
example, whether a given area 
should be waxed a certain number 
of times per month, and the amount 
of material required to perform 
this task adequately? 


ORGANIZATION, ADMINISTRATION, 
CONTROLS 


7. Does a detailed organization 
chart show the assignments and 
broad duties of each employee of 
the department? Is this organiza- 
tion chart available to each em- 
ployee, and does each employee 
know his specific assignment? 

8. Is there an effective training 
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program for new personnel? Are 
new personnel assigned to the de- 
partment informed of the depart- 
ment’s functions and duties, and 
the relationship of housekeeping to 
total patient care? Is each em- 
ployee given (1) detailed training 
as to how his tasks should be per- 
formed, and (2) advice and assist- 
ance on methods of performing 
these tasks? 

9. Is there an operating budget 
for the department based on units 
of cost? Would you be able, from 
unit cost information, to project 
the number of housekeeping per- 
sonnel that would be required if 
100 beds were added to the insti- 
tution? 

10. If the hospital has an operat- 
ing budget, and the housekeeping 
department is responsible for the 
development and administration of 
the housekeeping budget, are ex- 
penditures for previous months 
checked also? Do you relate the un- 
expended balance of funds budg- 
eted to the department to the 
amount of time remaining in the 
budget period? 

11. Does every person in the 
housekeeping department know not 
only what tasks he is to perform 
but also how long each task is ex- 
pected to take and why it is im- 
portant for him to perform it? 

It is recognized that because of 
the salary levels and limited quali- 
fications of many housekeeping 
personnel, they are often exceed- 
ingly difficult to motivate. This 


fact should not be an excuse for . 


failing to try to use—continuously 
—every known technique to moti- 
vate personnel effectively. 


LEADERSHIP CAPACITY 


12. When it is necessary to dis- 
cipline someone, do you do it in 
private? Is it done when both 
parties are “rational’’? Is it done 
preferably on the person’s ‘home 
ground’’—the area in which he 
works? 

Studies of supervision in indus- 
trial plants have shown that the 
most effective place to take dis- 
ciplinary action is in the area in 
which the mistake was committed, 
and where the person who has 
made the mistake feels most at 
home. This practice gives the em- 
ployee the feeling that the super- 
visor is actually trying to obtain 
all of the facts by going to the 


twenty questions to help you rate 


yourself as a housekeeping manager 


QUESTIONS 


ANSWERS 


Do you always use the best material or equipmeni? 
Do you have standards for materials and equipment? 
Have you considered cost of materials in setting 
standards? 

Do you use teams in every feasible situation? 

Do you have work standards for every major task? 


Do you have standards for use of materials? 


Do you have a detailed organization chart? 
Do you have an effective program for training new 
personnel? 


_Do you develop an operating budget based on cost 


units? 

Do you check expenditures monthly against hospi- 
tal operating budget? 

Does your staff know each task and how long it 
shouid take? 
Do you discipline a staff member in private? 

Do you always remember loyalty is bilateral? | 
Do you always work consistently harder than your 
staff? 

Are you more inclined to give praise than criticism? 


Would you rather do what you are doing than some- 


thing else? 
Can you be firm without losing your sense of humor? 
Do you have effective methods for inspecting per- 
formance? 
Do you use detailed performance evaluation systems? 
Do you have a system to compare performance with 


YES 


NO 


a norm? 


(Allow five points for each “yes’’ answer.) 


TOTAL 


employee, rather than calling the 
employee to the supervisor’s office. 
Every attempt should be made to 
make the housekeeping office a 
place where the employee will feel 
comfortable—not a place he has 
been conditioned to accept as a 
disciplinary area. Conversely, when 
an employee merits praise, this 
should be done publicly. If any 
special commendation is indicated, 
it may be initiated with the em- 
ployee in the housekeeping office. 
13. Do you always remember 
that loyalty is bilateral? 
Personnel generally will be no 
more or no less loyal to the de- 
partment head than he is to them. 
This does not mean that the de- 
partment head should avoid mak- 
ing reports when necessary, or 
should fail to exercise his control 


‘responsibility by use of accepted 


methods of discipline when neces- 
sary. It does mean that when some- 
thing is wrong and the department 
head must share the blame, he 
should not attempt to place the 
blame entirely on his subordinates. 
It also means that he should pre- 
sent to management all of the jus- 
tified complaints of personnel that 
he cannot effectively correct.~* 

14. Do you always work consist- 
ently harder than any of your sub- 
ordinates? Where continuous hard 
work is required, good leadership. 
requires the ability to work more 
continuously and harder than sub- 
ordinates. 

15. Are you more inclined to 
give recognition for a job well 
done than to give criticism for 
shortcomings and errors? 

16. Would you rather do the job 
you are now -doing than- almost 
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any other job? The most effective 
method of motivating other person- 
nel is by getting satisfaction out 


of our own jobs. Job satisfaction © 


is infectious. It can be communi- 
cated to all employees in the de- 
partment. 

17. Are you capable of being firm 
without losing your sense of hu- 
mor? A sense of humor is probably 
one of the most valuable common 
denominators in human relation- 
ships. When a person can be firm 
and “human” at the same time, 
he assists greatly in developing 
“team feeling’ among his subordi- 
nates. This does not mean that the 
supervisor should take his tasks 


and responsibilities lightly. It does. 
mean that he should understand . 


and be sympathetic with his sub- 
ordinates. 


SUPERVISORY KNOW-HOW 


18. Have you developed effective 
methods for inspecting the per- 
formance of all subordinates? In- 
spection of performance should be 
made through the chain of com- 
mand. Impressive results can be 
achieved when all employees know 
that the department head himself 
is interested in their work and in 
their performance. 

There is a growing tendency 
among executive housekeepers to 
spend more time in their offices 
and less time in the hospital. The 
word “executive” does not imply 
that the housekeeper should spend 


most of his time behind a desk. - 


The functions of the executive 
housekeeper are similar to those of 
the chief of production in an in- 
dustrial plant. The chief of produc- 
tion usually spends most of his 
time on the factory floor. 

19. Do you use detailed perform- 
ance evaluation systems? Does each 
employee know that his perform- 
ance is being evaluated effectively 
and that he will be rewarded ap- 
propriately for continuous high 
quality performance? 


20. Does an organized system 


exist for comparing the perform- 
ance of personnel with a norm? Is 
recognition given to achievements 
above the norm? Such a system 
should incorporate time require- 
ments for each task within it. Each 
employee should be evaluated in 
terms of this time factor. He also 
should be evaluated in terms of the 
quality of his performance. 
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Twenty criteria have been iden- 
tified and defined for determining 
the effectiveness of a manager’s 
performance. These criteria are 
positive in their concept. Such a 
positive approach is one of the 
most important things in adminis- 
tration of the housekeeping depart- 
ment. Historically, this department 
has been treated in a- negative 
manner, often receiving attention 
only when something goes wrong. 
Because the average patient is 
competent to evaluate housekeep- 
ing standards, the housekeeping 


department may receive more com- 
plaints than is usual for most other 
hospital departments. 

In order to combat these nega- 
tive factors, executive housekeep- 
ers should use a positive approach 
whenever possible. The effective 
housekeeper must establish de- 
tailed methods and procedures, and 
must be firm in their enforcement. 
He cannot afford, however, to for- 
get the need for positive sympathy 
and understanding in dealing with 
those upon whom he must rely to 
carry out these methods. ad 


Valuable reference tool for . 
your library... | 
The Cumulative Index 
of Hospital Literature 


covering the years 1950-1954 
published by the 
American Hospital Association 


$6.00 


Author and subject index to more than 300 journals in the hospital 
and health fields — it gives you a key to progress in hospitals 


AMERICAN HOSPITAL ASSOCIATION, 18 E. Division St., Chicago 10, Ill. 
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@ WILLIAM F. ANDREWS has been 
appointed administrator of Wake 
County Hospital Authority, Ra- 
leigh, N. C. He is presently ad- 
ministrator of Blount Memorial 
Hospital, Maryville, Tenn. 

E. A. HERRON will succeed Mr. 
Andrews in Maryville. Mr. Herron 
is assistant director of Vanderbilt 
University Hospital, Nashville. 


HAROLD L. AUTREY been 
appointed administrative assistant 
at University Hospitals of Cleve- 
land. Mr. Autry succeeds ERNEST 


MR. AUTREY MR. GRAY 


C. GRAY JR., who has been ap- 
pointed director of Lake Forest 
(Ill.) Hospital. 

Mr. Autrey was formerly an 
administrative resident at the hos- 
pitals. He is a graduate of the 
University of Chicago course in 
hospital administration. 

@ Davip D. Boyp has been ap- 
pointed assistant administrator of 
the Mary Hitchcock Memorial 
Hospital, Hanover, N. H. He was 
formerly administrative assistant 
‘at the hospital. 

Mr. Boyd is a graduate of the 
Yale University program in hos- 
pital administration. 


@ A. W. CHIPMAN has been ap- 
pointed assistant administrator of 
Alpena (Mich.) General Hospital. 
He was formerly assistant admin- 
istrator of James Decker Munson 
Hospital, Traverse City, Mich. 


@ LT. CoOL. JEREMIAH A. DAILEY 
has been assigned as commanding 
officer of the U.S. Army Hospital, 
Tours, France. He was formerly 
deputy commander of William 
Beaumont Army Hospital, El Paso, 
Tex. 
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@® PAUL R. DONNELLY has been ap- 
pointed assist- 
ant director of 
Grant Hospital, 
Chicago. During 
the past year he 

_ has been admin- 
istrative resi- 
dent at the hos- 
pital. 

Mr. Donnelly 
is a graduate of 
the Northwest- 
ern University 

program in hospital administration. 


MR. DONNELLY 


@ ROBERT FISCHER has been ap- 
pointed administrative assistant at 
Lutheran Hospital, Omaha, Nebr. 
He was formerly an_= accountant 
and personnel manager in industry. 


@ WALTER J. FRIDAY has been ap- 
pointed administrator of the Noxu- 
bee General Hospital, Macon, Miss. 
He was formerly administrative 
engineer at Hamilton Memorial 
Hospital, Dalton, Ga. 

Mr. Friday is a graduate of the 
Georgia State College of Business 
Administration course in hospital 
administration. 


@ J.D. HALL JR. has been appointed 
assistant administrator of Harris 
Hospital, Fort Worth, Tex. He was 
formerly administrative assistant 
at the hospital. 

Mr. Hall is a graduate of the 
Northwestern University program 
in hospital administration. 


@W. LEON HISLE has been ap- 
pointed admin- 
istrator of the 
Berea (Ky.) 
College Hospi- 
tal. He succeeds 
JOHN W. ARM- 
STRONG, M.D., 
who will con- 
tinue as direc- 
tor of student 
health. 

Mr. Hisle is a 
graduate of the 
Duke University program in hos- 
pital administration. 


MR. HISLE 


ROLAND W. M.D., has 
been appointed manager of the 
Veterans Administration Hospital, 


New Orleans. He fills a vacancy 
existing since the death of ANEES 
MocasGaB, M.D., on April 18. Dr. 
Hipsley was formerly manager of 
the Veterans Administration Hos- 
pital, Lebanon, Pa. 

LESTER J. KANTOR, M.D., will 
succeed Dr. Hipsley at Lebanon. 
Dr. Kantor was formerly director 
of professional services at the Vet- 
erans Administration Hospital in 
Albuquerque, N. Mex. 


@® RoGerR B. LABOUTELEY has been 
appointed administrator of the 
Anna Jacques Hospital, Newbury- 
port, Mass. He was formerly as- 
sistant administrator of Cooley 
Dickinson Hospital, Northampton, 
Mass. 

Mr. Labouteley. is a graduate of 
the Northwestern University pro- 
gram in hospital administration. 


@ ROBERT M. MurRpPuHuy has been ap- . 
pointed administrator of Floyd 
Hospital, Rome, Ga. He succeeds 
W. H. Lewis, M.D. Mr. Lewis will 
continue in an advisory capacity 
on the hospital staff. 

Mr. Murphy was formerly ad- 
ministrator of Lima (Ohio) Me- 
morial Hospital. 


@ DONALD S. SLADE has been ap- 


pointed manager of the Veterans 


Administration Center, Martins- 
burg, W. Va. He succeeds WALES 
E. FINNEGAN who retired. 

Mr: Slade was formerly manager 
of the Veterans Administration 
Hospital, Columbia, S. C. He will 
be succeeded by THOMAS B. May, 
assistant manager of the Veterans 
Administration Hospital, Downey, 
Ill. 


Deaths 


@ F. F. BERINGER died April 17 of 
a heart attack. He was superin- 
tendent of Guymon (Okla.) Muni- 
cipal Hospital since the hospital 
opened in 1949. 


@ LEo M. Czasa, M.D., died May 8, 
at the age of 67. Dr. Czaja was staff 
physician at St. Mary of Nazareth 
Hospital, Chicago. He was a for- 
mer superintendent of the Munici- 
pal Tuberculosis Sanitarium, where 
he served for 12 years and resigned 
in 1948. 
(Continued on page 114) 


HOSPITALS, J.A.H.A. 


% 
/ ; = 


Successful Periodic 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


Chest Examinations 


depend upon two factors inherent in Blue Brand X-ray Film: 

|. The capacity. to register details accurately, thus assuring correct 
evaluation with each examination; 2. The consistent high quality that 
does full justice to good x-ray technic—examination after 
examination, package after package... 


Order from your Kodak x-ray dealer. 
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He bitrature 


and the press 


medicine 


WHEN Doctors Meet REPORTERS. Jo- 
siah Macy, Jr. Foundation, New 
York. Compiled by Hillier Kriegh- 
baum. New York, New York Uni- 
versity Press, 1957. 119 pp. $2.50. 


This booklet is a compilation of 
informal discussions between lead- 
ing physicians and science writers 
concerning “the controversy be- 
tween the press and medical pro- 
fession.”’ The discussions are frank 
and provocative. 

Typical problems dealt with in- 
clude: demands of physicians’ eth- 
ics, “competitive advantage’ for 
doctors as a result of getting their 
names in print, self-aggrandize- 
ment; and from the reporter’s 
standpoint, the need to meet dead- 
lines, the importance of medical 
news today, the “machinery” for 
good medical-press relations. 

In addition, “ideal’’ relationships 
between press and medicine are 
discussed as they exist in Cleveland 
and in Colorado. Here, hospital- 
press working arrangements are 
detailed. 

On the whole, the book is 
thoughtful and candid. Individual 
doctors will benefit by reading it 
and so will hospital administrators. 
The net impression after putting 
the book down is that both sides 
in the “controversy” are reasonable 
and seek to achieve something pos- 
itive. 

The book is significant if only 
for the fact that 10 years ago it 
probably would never have been 
attempted. Today the press and 
medical institutions are much 
closer than ever before.—ROBERT 
P. GOLDMAN, Parade Publications, 
Inc., New York, N.Y. 


Diabetic menu planning 


The booklet, Meal Planning with 
Exchange Lists, was recently pub- 
lished by the Canadian Diabetic 
Association to help Canadian dia- 


betic patients in planning their © 


menus. It is based on a similar 
publication used widely in the 
United States, but it has been mod- 
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ified and applied to life in Canada 
and to Canadian eating habits. 
This attractive 16-page booklet 
gives a simple explanation of the 
exchange system of foods and in- 
cludes the food exchange lists. Hos- 
pitals will find this material useful 
in preparing diabetic diets and in 
teaching diabetic patients. Copies 
are available for sale at 25 cents 
each from the Diet Counselling 
Service for Diabetics, 150 College 
St., Toronto 5, Canada.—MARyY 
BRAKEL, Clinic dietitian, Veterans 
Administration Hospital, Hines, Ill. 


Camps for handicapped 


The cooperative efforts of the 
American Academy of Pediatrics, 
the American Camping Association 
and the National Society for Crip- 
pled Children to develop a com- 
prehensive listing of camps serving 
the handicapped have resulted in 
a 6l-page resource list entitled 
Directory of Camps for the Handi- 
capped. 

For each of the camps, which are 
arranged geographically by state, 
information is given on location, 
sponsor, handicaps accepted, fee, 
camp season and age range. An in- 
dex by disability enables the user 


to locate easily the type of camp he. 


is seeking. Camps that have met 
standards set by the American 
Camping Association are identified. 

This directory has value for pe- 
diatricians, teachers, social work- 
ers and personnel in pediatric and 
outpatient departments. It may be 
purchased for 50 cents from the 
National Society for Crippled Chil- 
dren and Adults, 11 South La Salle 
Street, Chicago 3. 


Free toy list 


The research division of the 
American Toy Institute, 200 Fifth 
Avenue, New York 10, N. Y., will 
send without charge to any in- 
quirer a leaflet listing its publica- 
tions. The 16 reprints or booklets 
offered in the publications list are 


also: 

diabetic menu planning 
camps for handicapped 
free toy list 

junior Red Cross 
revised O.R. manual 


also available at no charge. Some 
of the items, such as “‘A Study of 
the Uses of Toys in a Hospital’’ and 
“Toys and the Hospital Nurse,” 
should interest physicians, nurses, 
teachers, therapists and social 
workers in pediatric hospitals or 
departments. All of the publica- 
tions result from research that has 
been carried on in cooperation with 
various groups such as the pedi- 
atric division of Lenox Hill Hospi- 
tal in New York City. 


Junior Red Cross 


SERVICE TO AND By HOME-BOUND AND 
HOSPITALIZED CHILDREN. Red Cross. 
U.S. American National Red Cross. 
Washington, 1956. 13pp. Free. 
This pamphlet is a guide for the 

Junior Red Cross in instituting 
programs for children confined to 
their homes or hospitalized with 
physical or mental handicaps. It 
emphasizes the need of these chil- 
dren not only for formal education 
but for activities — particularly 
group activities, which stimulate 
emotional experiences and a feel- 
ing of participation. In a brief and 
concise manner the pamphlet out- 
lines a Junior Red Cross program 
of services to the homebound and 
hospitalized child, services aimed 
at developing normal attitudes and 
interests by means of handicrafts, 
hobbies and social contacts. 

— ELIsE HAMILTON, AHA library 


staff 


Revised O.R. manual 


The fifth edition of St. Mary’s 
Hospital (Rochester, Minn.) Oper- 
ating Room Technic has been pub- 
lished by W. B. Saunders Company 
in Philadelphia. New chapters on 
cardiovascular, thoracic and plas- 
tic surgery have been added to the 
1952 fourth edition; the chapter on 
the surgical team has been deleted. 
This procedure manual describes 
in detail positioning, surgical pro- 
cedures, instruments and materials. 
It is well illustrated and well in- 
dexed. The price is $7.50. 
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PRICE 


CAN YOU BEAT IT? 


A GENUINE ‘‘WHIRLWIND”’ HEAVY-DUTY PUMP 


Wherever you need suction or pressure in the hospital, you 
need this little giant. Built for rugged, continuous duty in 
nursing service. Extremely quiet for use in wards or multiple- 
bed rooms. 30-lb. pressure, 27” vacuum. Complete with regu- 
lators, gauges, automatic oiler, safety trap for liquids, thermal 
cutoff, filter, muffler, stand, 1-gallon receiver bottle with 
separable connectors, electric ‘cord with line switch, Williams 
suction tubes, rubber tubing. 


The stand has stainless steel top and shelf, a drawer for acces- 
sories, four swivel casters. 


GUARANTEED FOR 3 YEARS 


Whirlwind Portable Pump only, without stand. .... $79.50 


Complete, illustrated circular on Whirlwind pumps and ac- 
cessories upon request. 


Guaranteed for three years against mechanical failure. In event 
of breakdown, you pay only for parts. 


AVAILABLE ONLY AT 


COMPLETE HOSPITAL SUPPLY 


609 College St. _ Cincinnati 2, O. 
STORES IN CINCINNATI, DAYTON AND COLUMBUS 
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NEW TYPE MATTRESS 


Receives Acclaim of 
Hospital Managers. 


After 31% years actual service in hospitals all 
over the country, under every type of severe serv- 
ice, the superiority claimed for the SYKO-ETTE 
Mattress is fast being substantiated by reports of 
actual service records. 

These records show that the SYKO-ETTE Mat- 
tress is now winning enthusiastic approval of hos- 
pital management for COMFORT, DURABILITY, 
EASE OF SANITIZING, and LOW COST PER 
YEAR OF SERVICE. 

The covering material is made of a special weave 
nylon, coated with a special neoprene compound. 
This neoprene compound: contains pure paraffin- — 
type hydro-carbon materials, resulting in a soft, 
pliable, tough, durable cover that is compatible to 
the skin. It adjusts itself to room temperature and 
body temperature, and does not create the irritat- 
ing heat of rubber sheets and plastic covérs. SYKO- 
ETTE covering has shown by far the best results 
in laboratory tests, for wear, imperviousness, flex, 
tear strength, pressure resistance, and all other 
tests made on materials used for covering mat- 
tresses. 

Every hospital is interested in holding costs 
down. With SYKO-ETTE Mattresses there are no 
rubber sheets or plastic covers to buy, inventory 
of reserve mattresses can be reduced. SYKO-ETTE 
Mattresses outlast others to the extent of saving 
the replacement cost of three tg five mattresses 
of any other type. 

Nurses and attendants especially appreciate the 
convenience of SYKO-ETTE Mattresses because of 
the time saved and reduction of hard work. Sheets 
do not crawl or wrinkle under a patient’s body. 
Beds do not need to be remade so often. The 
SYKO-ETTE Mattress works perfectly on a gatch 
bed. There are no buttons, humps, or lumps. The 
sleeping surface is smooth and comfortable to aid 
in quick recovery of patients. 

SYKO-ETTE Mattresses are waterproof, quickly 
cleaned with soap and water and wiped dry for 
immediate re-use. They will not retain odors, and 
are always fresh and sanitary again after cleaning. 
They are fire-resistant and impervious to body 
fluids and wastes, disinfectants, deodorants, and 
resist most acids. 

The SYKO-ETTE Mattress is made in a choice 
of three types of inner construction. One type. has 
a special rubberized hair pad encased in thick lay- 
ers of stitched cotton felt. Another has Foamex 
rubber with center stiffener pad. The third has a 
specially designed innerspring unit. 

Every construction feature has beentested and 
improved until today SYKO-ETTE Mattresses are 
without equal. You can recommend or buy them 
with complete confidence that they are now the 
best buy on the market. 


RETURN THIS COUPON FOR COMPLETE INFORMATION ON 


----Syko-ette MATTRESSES----- 


: THE BALYEAT CO., Dept. H-67, 481 N. Main St., Mansfield, Ohio - 
: Please send me complete information on SYKO-ETTE Mattresses. - 
Name Title i 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Total liability of city hospital 


Sol Becker was a patient in Morrisania City Hospital, 
New York City, suffering from a kidney ailment. He 
had not paid charges for previous visits and, there- 
fore, may have been considered a charity patient. An 
intravenous pyelogram was ordered and a nurse, Miss 
Stensch, injected a dye into the patient’s vein to pre- 
pare him for diagnostic x-ray. Since that time Becker 
has been unable to use his right arm and has been 
unable to work at his usual occupation. Suit was 
brought against the City of New York. 

Miss Stensch was a city employee. The court recog- 
nized that unless a nurse is specially trained she is 
not qualified to perform an intravenous pyelogram. 
The medical superintendent of the hospital had testi- 
fied that no nurses were authorized to perform this 
function and that only doctors were so authorized. 

The plaintiff contended that the city was negligent in 
the administration of the hospital by failing to estab- 
lish procedures to assure that only qualified personnel 
would perform IVP’s and to prevent unqualified 
nurses from undertaking such injections. 

The court felt that it would be unreasonable to re- 
quire a hospital to specifically prohibit nurses from 
undertaking a medical act for which they are con- 
cededly not qualified and which only physicians are 
authorized to perform. Thus the city was not negligent 
in the administration of the hospital. s 

The plaintiff's major contention, however, was that 
even though there might not have been any adminis- 
trative negligence, the city is liable for the acts of the 
gurse under the doctrine of respondeat superior. The 
city asserted that the negligent injection by the nurse 
was a “medical act” rather than an administrative 
function and that under the New York doctrine, hos- 
pitals are immune from liability when a patient is 
injured as a result of a medical act performed by a 
hospital employee in the course of treating a patient. 

The Court of Appeals of New York, reversing the 
. Appellate Division of the Supreme Court, relied upon 
the Court of Claims Act in New York which provides 
that the state waives its immunity from liability. Ap- 
plying this statute to the City of New York as well as 
to the state, the court decided that the rule of re- 
spondeat superior would apply without distinction 
between medical acts and administrative functions 
_ performed by hospital personnel. Although Miss 
Stensch’s negligent injection was a medical act, be- 
cause she was a City employee of a city hospital, no 
matter what the nature of her negligence, the city is 
held responsible. 

The court referred to the recent significant case of 
Berg v. New York Society for Relief of Ruptured and 
Crippled, 1 N.Y. 2d 499, 136 N.E. 2d 523 (1956), where 


it was hinted that the medical act negligence distinc- 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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tion in New York may be ripe for reversal. The opin- 
ion stated that it was not necessary in the Becker 
case to decide the ultimate fate of this rule as applied 
to nongovernmental hospitals. As a result of this 
decision, however, hospitals operated by the state or 
its subdivisions are now liable for any negligent acts . 
of their employees, whether medical or administrative 
activities. 

Becker v. City of New York, 2 N.Y. 2d 226, 140 N.E. 
2d 262 (1957). 7 | 
Law suit 19 years later 


in 1937 Neal Bettigole was seven years old. He was 
admitted to the hospital where, after diagnosis, a mas- 
toidectomy was performed. A partial facial paralysis 
appeared after the operation. 

Some 19 years after the operation was performed, the 
plaintiff’s case was heard by the Court of Appeals of 
Maryland. He had filed suit within three years of 
coming of age, as required in Maryland. The physician 
had forgotten most of the details of the case although 
testifying that no nerve injury occurred during the 
operation. 

The matter was decided primarily on the basis of the 
hospital records. These records contained entries stat- 
ing that a nerve was found or exposed, but this, said 
the court, fell short of a statement that the nerve was 
severed. Therefore, the court held that there was in- 
sufficient evidence of the physician’s negligence and 
plaintiff’s suit failed. 

This case illustrates the value of accurate, detailed 
and well preserved hospital records, especially in the 
case of a minor who may sue any time up to a period 
subsequent to reaching majority. 

Bettigole v. Diener, 124 A. 2d 265 (Md. App., 1956). 


Polio policy—VA treatment 


The federal government, on behalf of the Veterans 
Administration, sued an insurance company for the 
proceeds of a polio expense policy issued to a VA 
patient. The policy had given the veteran the assur- 
ance that the insurer would pay those expenses actu- 
ally incurred by the veteran as a result of medical 
treatment for poliomyelitis. 

The Veterans Administration asserted that, having ob- 
tained an assignment of the veteran’s rights under the 
policy, the VA was entitled to payment from the in- 
surance carrier. The U.S. Circuit Court (8th Circuit) 
held that the treatment to which the insured was 
entitled under veterans’ benefit laws was a benefi- 
cence without any obligation on his part. What he 
accepted from the VA hospital cannot. be considered 
“expenses actually incurred by the insured.” 

Thus, although the veteran was insured, the VA was 
unable to benefit thereby because, under existing laws 
and regulations, once admitted for medical treatment, 
the veteran is not obligated to pay for such treatment. 

United States v. St. Paul Mercury Indemnity Com- 
pany, 238 F 2d 594 (C.A. 8, 1956). : 3 
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“UNIVERSAL-JOINT” FLEXIBILITY — you position 
this unit without disturbing the patient. To complete the 
convenience, you “‘dial the technic’ on the control console. 


a new G-E therapy unit 
in step with your progress 


Greater output 
with higher 


filtration 


And this new 300-kvp, 
20-ma unit gives you 


THREE FREEDOMS 


for easier treatment 


Yes, the General Electric Maxitron 300 not only 
produces a higher r output using heavier filtra- 
tion — it also gives you unmatched handling 
ease . , . and today’s greatest freedom of choice 
in treatment technics: 

Freedom from “filter fiddling” 

You can pre-select any of 10 half-value layers 
and dose rates with the Maxitron 300. The cor- 
rect filter rotates into place while kvp and ma 
settings are matched automatically. You literally 
“dial the technic.” 

Freedom in positioning 


Six distinct tubehead motions lock independent- 
ly and electrically. They permit universal focal 
spot movement around the patient . . . anywhere 
at any angle within a 72 x 38 x 54-inch range. 
Freedom in scheduling 

No warm-up needed at any time. You can sched- 
ule therapy at your or the patients’ convenience 
.... Save time, prolong tube life. All “tube-on” 
time is productive! 

Get complete details on this superior new 
therapy unit from your G-E x-ray representative. 
Or write X-Ray Department, General Electric 
Company, Milwaukee 1, Wis., for Pub. L-62. 
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THESE CIBA TRAINING AIDS CAN HELP YOU 


To obtain any of the numerous informational and teaching: aids produced by CIBA, please 
write to the particular departments noted below. | | 


Booklets, brochures and reprints concerning CIBA prod- 
ucts will be sent free of charge on request to the Medical 
Service Department, CIBA, Summit, New Jersey. In addi- 
tion, three volumes of particular interest from THE CIBA 
COLLECTION OF MEDICALILLUSTRATIONS by Frank H. Netter, 
M.D.—Vol. 1, Nervous System* ($7) ; Vol. 2, Reproductive 
System ($13); and Vol. 3, Part III, Liver, Biliary Tract 
and Pancreas ($10.50) —may be obtained by sending check 
or money order to Publication Department, CIBA, Summit, 
New Jersey. 

“3rd printing, including Supplement on the Hypothalamus. 


An extensive library of colored anatomical slides (art 
work by Frank H. Netter, M.D.) is available for loan or 
purchase. A complete list of the slides may be obtained 
by writing the Publication Department, CIBA, Summit, 
New Jersey. 


The latest scientific information on products manufac- 
tured by CIBA is presented in exhibit form for the bene- 
fit of staff doctors—without interference with hospital 
routine. You may write to the Hospital Sales Department, 
CIBA, Summit, New Jersey, requesting a display on a 
convenient date. | 


A library of 16 mm. medical films, some in color, with 
sound may be borrowed to be used as teaching aids for 
nurses, residents and internes, or as part of refresher 
courses and staff meetings. If you wish, projection equip- 
ment and a qualified operator will be provided without 
charge. A list of film titles is available from the Hospital 
Sales Department, CIBA, Summit, New Jersey. 


Booking Arrangements for Films: Please make requests at least 
3 weeks prior to showing date to the nearest office of distributing 


agents — 


IDEAL PICTURES CORPORATION 


East —233-239 West 42nd Street, New York 36, New York. 

a Central—58 East South Water Street, Chicago 1, Illinois. 

Tel.: FInancial 6-5245. 

South—18 South Third Street, Memphis 3, Tennessee. Tel.: 37-4313. 
West —2161 Shattuck Avenue, Room 29, Berkeley 4, California. 
Cin Tel.: THornwall 3-6464. 

SUMMIT, N. J. 2/243718 Hawaii—1370 South Beretania Street, Honolulu, T. H. Tel.: 65336. 
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LITERATURE: 
Bess 
ANATOMICAL SLIDES | 
SCIENTIFIC DISPLAYS 
FILMS | 


Washington Report 


A House. committee report on the Department of Defense appropria- 
tion bill for fiscal 1953 has raised a direct challenge to the future use 
of civilian hospital facilities in the ‘“‘medicare” program. 

In its report the House committee recommended that dependents’ 


“free choice” of hospital facilities be amended “.. . 


dependents to utilize civilian med- 
ical and/or hospital services unless 
a positive determination is made by 
‘appropriate authority that, without 
augmentation, the military medical 
hospital facilities and medical per- 
~ sonnel in the general area in which 
the dependents reside are inade- 
quate.”’ 7 
The committee also expressed its 
belief that such an amendment will 
result in “substantial savings” to 
the government and commented 
that it had received reports that 
the ‘“‘medicare”’ program was Caus- 
ing overloading of civilian medical 
hospital facilities in small commu- 
nities. 
_ The American Hospital Associa- 
tion has brought the issues con- 
tained in this committee recom- 
mendation directly to the attention 
of its chairman, Rep. Robert L. F. 
Sikes (D-Fla.). In a letter to Con- 
gressman Sikes the AHA stated: 
“We believe the recommendation 
made which would revise the free 
choice element is-not in the ‘best 
interest of the dependents nor of 
the country at large; and, in fact, 
the elimination of free choice would 
wreck the program.” The Associa- 
tion statement outlined its long 
interest and cooperation in devel- 


oping a dependent medical care 


program. 

Taking note of the committee’s 
statement that dependent medical 
care is cheaper in government 
facilities, the - Association letter 
stated: “It is premature to suggest 
that ‘substantial savings to the 
government’ would result from 
your committee’s recommendation. 
There are a great many different 
factors which affect the costs of 
care through civilian channels as 


compared with care in the military. _ 


Any such comparisons are inap- 
propriate unless a similar basis of 
comparison is used.”’ 

The Association assured the com- 
mittee that on its experience to 
date the “medicare” program was 
reaching its objectives in a thor- 
oughly competent and wholesome 
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so as to not permit 


fashion. The committee was told 
that ‘“‘this Association continues to 


' support the dependent medical care 


program in its present form, and 
believes that the full utilization of 
civilian facilities and health per- 
sonnel in the care of civilian de- 
pendents is in the best interests of 
the nation.” 

Major General Silas B. Hays, 


GEN. ROBINSON 


GEN. HAYS 


Army surgeon general, and Major 
General Paul ]. Robinson, “medi- 
care” director, testified-before the 
committee. 

In his testimony, Gen. Robinson 
said: 

@ Residents and other house offi- 
cers should not receive pay for 
services given to dependents “until 
such time as some such pattern is 
developed in civilian medical prac- 
tice.” 

@ The “medicare” joint directive 
should be amended to read that “all 
readmissions to a hospital within 
30 days following discharge from 
the initial admission for a compli- 
cation or treatment of a condition 
pertinent to the original diagnosis 
for which initially hospitalized 
shall be considered a continuation 
of the original admission for the 
purpose of determining charges to 
the dependent.” 

@ At present, the patient pays 
the first $100 and 25 per cent of 
charges over $100 for private duty 
nurses. Under a new proposal, the 
patient would pay the first $35 
and 25 per cent of the remaining 
charges. 


e ‘Medicare’ Future Challenged 
e Budget Hearings Continue 
e States Balk at House Cuts 


@® That where a hospital has pri- — 
vate rooms only, the government’s 
liability for payment shall be 90 
per cent of the charges, or $15 
per day, whichever is less. 

@® That civilian hospitals be “‘en- 
couraged to make timely payments 
to nurse anesthetists” and that 
regulations be amended to allow 
the government to make direct 
payment to nurse anesthetists in 
areas where hospitals will not 
agree to make payments. 


HEW APPROPRIATIONS 


Sen. Lister Hill’s (D-Ala.) Sen- 
ate Appropriations Subcommittee 
is continuing hearings on the De- 
partment of Health, Education, and 
Welfare’s $2,980,000,000 budget for 
fiscal 1958. The House passed the 
HEW budget with a 3 per cent cut, 
including a limitation on federal 
grants for state and local adminis- 
tration of the public assistance 


_ programs (see story p. 99). 


In a letter to Sen. Hill, the 
American Hospital Association 
po.nted out that this limitation on 
the public assistance administrative 
funds would “discourage initiation 
of ‘vendor payments’ in~° states 
which have not in the past pro- 
vided health care for needy per- 
sons on the public assistance rolls.” 
The Association requested Sen. 
Hill’s committee to remove restric- 
tions on the availability of admin- 
istrative funds for the public as- 
sistance program. 

The Association stated that “by 
limiting the sum available for 
grants for administration, [the 
bill] would, at the least, inject 
an element of uncertainty into the 
financing of administration of state 
and local welfare agencies. . . The 
purpose of the congressional action 
in providing federal funds for the 
purchase of such care could be de- 
feated if money to administer the 
new program were to be unavail- 
able.”’ 


CUTS AFFECT STATE PROGRAMS 


A survey of state legislatures 
indicates that these bodies do not 
plan to replace House cuts in fed- 
eral grants for general health serv- 
ices with state funds. Some 12 state 
legislatures are expected to slash 


97 


3 
3 


their own health appropriations in 
accord with any final vote decreas- 
ing the federal contribution. 

This information was obtained 
from a questionnaire sent to state 
governors and health officers by 
the Association of State and Ter- 
ritorial Health Officers. 

Responses revealed widespread 
concern among state officials about 
emphasis on special health and re- 
search programs in lieu of strength- 
ening the general “grass roots” 
health services. Many state officials 
also expressed fears that Congress, 
after launching new health pro- 
grams, will withdraw, leaving the 
states the major job of support. 

Results of the questionnaire were 
presented by the association to a 
Senate Appropriations Subcommit- 
tee in an appeal for restoration of 


a $3 million House cut from the . 


budget request for general serv- 
ices. The fiscal 1958 budget request 
was $15 million, $3 million more 
than was appropriated in fiscal 
1957. 

In reply to the questionnaire, 44 


state health officers predicted that 
their legislatures would not vote 


to replace a diminution in federal . 


grants for general services. Twelve 
felt that if the federal grants were 
cut, their legislatures would rea- 
son that the Congress did not con- 
sider these health matters impor- 
tant, and, in turn, would cut state 
funds. Twenty-two predicted their 
legislatures would not necessarily 
cut state funds in response to fed- 
eral decreases. 

The reply from Oregon officials 
stated that “the tendency of the 
Public Health Service in directing 
more funds into research and less 
into state grants-in-aid”’ has pre- 
cipitated a feeling that many basic 


“grass roots” services are not as 


important as they should be. 

The Tennessee health officer sug- 
gested that “all of the special 
grants made by the Congress could 
be reduced and half of the amount 
reduced added to general health.” 
Replies from South Dakota and 
Texas endorsed this proposal. 

Of the 28 governors who replied, 
17 stated that 


| ‘Instituting’ Ideas 


VARIOUS phases of hospital administration and problems peculiar 
to federal hospitals were discussed at the 14th Interagency Insti- 
tute for Federal Hospital Administrators held in Washington, D. C., 
April 22-May 10. Among the faculty members were (I to r): Gil- 
bert C. Jacobus, director of field operations, 
search, George Washington University; Col. 
director of the institute; Dean Conley, executive director, Amer- 
ican College of Hospital Administrators; Ray E. Brown, professor 
of hospital administration, superintendent of University of Chicago 
Clinics, and George Bugbee, president, Health Information Foundation. 
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Army Logistics Re- 
Frederick H. Gibbs, 


“needed health 
programs” would 
be slowed down 
even if. grants 
were maintained 
at the current 
level. Another 11 
governors did not 
feel present levels 
would bring de- 
creased -services. 
The PHS had ad- 
vised Congress 
that the $3 mil- 
lion increase for 
general services 
was needed to 
merely “hold the 
line”? in the face 
of rising costs. 
Gov. Lane 
Dwinell (R-N.H.) 
declared he had 
“some doubt” 
about federal aid 
‘programs which 
the con- 
tributing states 
to later adopt ma- 
jor activities in 
health which 
“never were giv- 
en wholeheart- 
ed approval” by 
the legislatures. 
One Minnesota 
official also ex- 
pressed a_ great 
deal of concern 
about being 


“stuck with the maintenance of the 
program started.”’ 


HOSPITAL SCHOOL LOANS 


In its report on the Housing Act 
of 1957, the Senate Committee on. 
Banking and Currency compli- 
mented the American Hospital As-. 
sociation for its suggestion that 
approved hospital schools of nurs- 
ing and internship training be 
made eligible for long-term, low 
interest housing loans. 

As of May 28 the AHA proposal 
was before the Senate in its debate 
on the act. 

The Senate stated: “[AHA] 
pointed out that in order to meet 
the minimum requirements for the 
training of nurses that the nation’s 
hospitals and nursing schools must 
acquire housing for an additional 
75,000 student nurses during the 
next nine years. A similar critical 
situation exists in the need for the 
housing of medical interns. 

“After careful consideration of 
this problem, the committee agreed 
to amend the definition of ‘eduea- 
tional institution’ to include ‘any 
hospital operating a school of nurs- 
ing beyond the level of high school 
approved by the appropriate state 
authority, or any hospital approved 
for internships by recognized au- 
thority, if such hospital is either 
a public hospitat or a private hos- 
pital, no part of the net earnings’ 
of which inures to the benefit of 
any private shareholder or individ- 
ual.’ 

“The bill would authorize an 
additional $25 million for the col- 
lege housing loan revolving fund, 
earmarked specifically for the con- 
struction of housing for student 
nurses and interns.”’ 


CONGRESSIONAL BILLS 


Bills recently introduced in Con- 
gress: 

HR 7581—-Introduced by Rep. 
Barratt O’Hara (D-Ill.) is a fed- 
eral employees health insurance 
proposal which parallels legislation 
already introduced by Rep. John | 
Lesinski (D-Mich.). 

HR 7575—Introduced by Rep. 
John C. Watts (D-Ky.) would 
amend Title VI of the Public 
Health Service Act to provide fed- 
eral loans for hospital construc- 
tion. 

HR 7570—Introduced by Rep. 
Robert W. Kean (R-N.J.) would 
amend Section 403 of the 1954 
Social Security Amendments Act 
to provide coverage for certain 
employees of tax exempt organiza- 
tions which erroneously, but in 
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good faith, had failed to file waiver 
claims. 

S 2149—Introduced by Sen. Lyn- 
don Johnson (D-Tex.) would au- 
thorize the HEW secretary to make 


. grants trom 
funds obtained 
under the Trad- 
ing With the 
Enemy Act in 
assisting the 
states and local 
communities to 
provide health 
and communal 
facilities for 
older persons, 
including the 
surviving parents of World War 
II and Korean veterans. 

HR 7741—Introduced by 


SEN. JOHNSON 


Rep. 


Cova Knutson (D-Minn.) would 


extend the Hill-Burton program 
for three years. | 


DOCTOR DRAFT 


By a voice vote on May 23, the 
House passed and sent to the Sen- 
ate the new doctor procurement 
bill, As passed by the House, the 
draft act would: 

(1) Continue the national, state, 
and local medical advisory com- 
mittees to the Selective Service 
System. 


(2) Continue the right of doc- — 


tors to volunteer for and be com- 
missioned at an early date with 
the right of doctors to resign their 
commissions after 12 months or 
more of active duty. 

(3) Provide for use of alien phy- 
sicians in the military service. 

(4) Authorize a special call-up 
of physicians, dentists, and allied 
specialists through age 35 if they 


have had deferments for educa-: 


tional purposes. 

2137—Introduced by Sen. Gor- 
don Allott (R-Colo.) would make 
-~mandatory the registration, report- 
ing, and disclosure of records by 
specified welfare, benefit, and pen- 
sion plans. 

HR 7632—Introduced by Rep. 
James T. Patterson (R-Conn.) 
would amend the Federal Insur- 
ance Contributions Act to provide 
that in determining whether two- 
thirds of the employees of a non- 
profit organization have signed the 
required waiver certificates for so- 
cial security coverage, employees 
covered by a state or local retire- 
ment system would not be counted. 

HR 6771—Introduced by Rep. 


George M. Rhodes (R-Pa.) would 


provide federal grants to nonprofit 
educational institutions which train 


public health personnel. This bill. 
is supported in formal testimony — 
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by several deans of schools of pub- 
lic health. 


GRADUATE NURSE TRAINEESHIPS 


There are 1,200 eligible appli- 
cants for next year’s traineeships 
under Title II of the program to 
prepare graduate nurses for ad- 
ministrative, teaching, and super- 
visory positions. Julia S. Thomp- 
son, representing the American 
Nurses’ Association, reported on 
the applications in support of the 
$3 million requested for this pro- 
gram in the fiscal 1958 budget. 


LIBRARY OF MEDICINE 


the National Li- 
brary of Medi- 
cine has notified 
the Senate that 
plans for the 
new library 
building in 
Bethesda, Md., 
will not be 
completed until 
early next 
spring and that 
therefore con- 
struction cannot begin until after 
that time. The new building will 


Col. Frank B. —— director of 


COL. ROGERS 


house the library’s’ holdings of 
980,000 pieces, including books, 
journals, theses, pamphlets, prints, 
and films. 


RESEARCH GRANTS 


NIH—At their regular June meet- 
ings, advisory councils to the Na- 
tional Institutes of Health were 
scheduled to review 1,817. applica- 
tions for medical research grants. 
Their total value is $30,837,000. 

AEC—The Atomic Energy Com- 
mission recently awarded several 
research contracts. Among the con- 
tractors were: Children’s. Medical 
Center, Boston, $34,000; Hahne- 
mann Medical College and Hospi- 
tal, Philadelphia, $10,000; Institute 
for Cancer Research (Lankenau 
Hospital), Philadelphia, $22,000; 
Massachusetts General Hospital, 
Boston, $54,435; Montefiore Hospi- 
tal, New York City, $21,847; M. D. 
Anderson Hospital and Tumor In- 
stitute (University of Texas), $12,- 


900. 
SBA LOANS 


The monthly Small Business Ad- 
ministration summary shows that 
in April 784 business loans were 
approved, but only 3 were in the 
health field. 


NEW PROGRAM BEGINS JULY I1— 


Federal Funds Available for Indigent Care 


After July 1, four categories of public assistance recipients (the needy 
aged, the blind, dependent children, and the permanently and totally 
disabled) will for the first time receive medical care paid for in part 
by earmarked federal funds, over and above the regular cash public 


assistance payments. 

The federal share will be on a 
50-50 matching basis with the 
states, but with the federal con- 
tribution not to exceed, on the 
average, $1.50 monthly for chil- 
dren and $3 monthly for adults. 
Previously, the federal contribu- 
tion for payment of medical care 
had to be included within the 
amounts available for the cash 
payments. 

On June 25 the first approved 
requests by states for advances in 
federal matching funds under the 
new program will be certified and 
submitted by the Bureau of Public 
Assistance to the Treasury. 


EVOLVING PROGRAM SEEN 


A total of 31 states are now 
making vendor payments for one 
or more of the four categories. 


Bureau officials presume that most 


of. these states could expand or 
amend their vendor systems in 
order to participate in the new 
medical program. 


An additional n'ne states, which 
heretofore have not used vendor 
systems, indicated that they will 
submit plans to do so soon after 
the opening of the program. These 
states are Montana, Wyoming, Col- 
orado, Utah, Tennessee, Georgia, 
Maryland, Louisiana, and Arkan- 
sas. That by June 1 only a handful 
of states had submitted requests 
was viewed by the bureau as one 
indication that the new medical 
plan, like several of the earlier 
amendments to the public assist- 
ance program, would evolve slowly 
over its first year. 

Bureau officials said that a few 
of the state legislatures had met 
and adjourned without first pro- 
viding the additional funds for 
state participation in the first few 
quarters of the program. There are 
also proposals among a number of 
states to enter the medical plan 
piecemeal, perhaps with only one 
of the four categories brought in 
at first. The needy aged seem to 
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have priority in these instances, 
with the blind also scheduled for 
early inclusion. 

Bureau officials report, too, that 
although vendor payments to hos- 
pitals are planned in almost all the 
states preparing for early partici- 
pation in the new program, hospi- 
talization will undoubtedly be 
limited in a number of instances. 

One limitation will be the length 
of care. Certain states are consid- 
ering admittance of only those 
with acute illnesses and injuries 
that can be improved by short 
hospitalization. States in the south- 
eastern part of the country have 
been particularly eager to apply 
such limits, the bureau reported. 

Other states will make full use 
of the new authority for federal 


matching funds to pay vendors of 


medical services, and will include 
physicians, and the laboratories 
supplying drugs. 


LIBERALIZE PROGRAM 


Several states, particularly 
nois, have expressed reluctance to 
participate in the new plan, claim- 
ing that more federal money was 
available to them under the pre- 


vious use of federal funds within 
the ceiling on cash payments. 

To meet the Illinois objections, 
and to liberalize the new medical 
program, Sen. Paul Douglas (D- 
Ill.) and 18 other senators intro- 
duced a bill which would supple- 
ment the grants for vendor 
payments to the extent of any 
federal funds available for cash 
assistance but not used. 


Another bill, introduced by Rep. 


John W. McCormack (D-Mass.), 
majority leader of the House, 
would also liberalize the federal 
vendor payment grants, but to a 
somewhat lesser extent than the 
Senate measure. 

It has also been suggested that 
the states merely be given permis- 
sion to choose between the new 
program and continuing their 
medical care under the. present 
system. 

In authorizing the new medical 
program a year ago, Congress left 
to the states liberal authority in 
developing their programs, but the 


Bureau of Public Assistance has. 


ruled that state vendor plans must 


come under the supervision of a 


physician or a board of physicians. 


70 PER CENT FOR LABOR— 


Hospitals Told to Utilize Personnel Fully 


Fuller utilization of available hospital personnel was urged by a 


management consultant addressing the 42nd annual convention of the 
Catholic Hospital Association. The convention took place in Cleveland 


from May 27-30. 


The consultant, Earl J. Frederick, senior associate of the management 


consulting firm of Cresap, McCor- 
mick and Paget, said that approxi- 
mately 70 per cent of the hospital’s 
operating budget is invested in 
labor and that, therefore, studies 
should be made to determine how 
to effectively use labor and reduce 
costs. 

Mr. Frederick said that in gen- 
eral, hospitals have used two ap- 
proaches in setting up their own 
improvement programs. They are: 

Establishing a methods im- 
provement program under the 
direction of a full or part-time 
person, usually trained in the ap- 
plication of methods engineering 
techniques. 

@® Establishing a work simplifi- 
cation program to be used by hos- 
pital employees to improve their 
jobs. 

Objectives of the program, he 
said, might include: _ 

@ Consistent review of work 
methods used in performing the 
repetitive type jobs found in the 
hospital. 
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Establishment of‘ staffing re- 
quirements in the operating de- 
partments of the hospital based 
upon major work load. 

@® Assistance in planning of re- 
modeling and hospital expansion 
programs. 

@ Examination’ and testing of 
new equipment, before purchase, 
to determine its potential labor- 
saving capacity. 

Mr. Frederick said that a work 
simplification program should ful- 
fill three requirements: 

@ Develop in employees a desire 


to find easier and better ways of 


doing work. 

@ Train employees in the proper 
use of the tools and techniques for 
measurement and analysis of their 
jobs. 

@ Educate employees to increase 
their capacity to handle the human 
problems involved in everyday 
work. 

Although there are many ad- 
vantages to such a program, he 


pointed out, he also said that there 
are several disadvantages, among 
them being that employees may be 


- trying to improve a job that might 


be eliminated or simplified by in- 
stalling a piece of equipment. | 


COMMITTEE RECOMMENDATIONS 


Dr. Kenneth B. Babcock, director 
of the Joint Commission on Ac- 
creditation of Hospitals, said that 
having too many laymen on a 


medical staff committee impairs 
the committee’s efficiency. 
“Specifically,” he said, “many 


Catholic. hospitals have more sis- 
ters and priests on this committee 
[the executive medical staff com- 
mittee] than physicians, and this 
is wrong. It is strongly criticized 
by the joint 
commission. It 
is just as strong- 
ly recom- 
mended that 
the hospital ad- 
ministrator sit 
on this commit- 
tee as an ex of- 
ficio member 
without vote.” 

Commenting 
on the need for 
adequate hospital regulations Dr. 
Babcock said: “Show me a hospi- 
tal with well written bylaws, rules 
and regulations, spelling staff 
responsibilities, known and lived 
up to by the staff, and I will almost 
guarantee you that it is a good, 
well run hospital, giving high qual- 
ity care. Good bylaws—good staff 
organization means a good hospi- 


DR. BABCOCK 


PATIENT CARE APPRAISED 


At a general session discussing 
patient care, Dr. Anthony J. J. 
Rourke, hospital consultant, criti- 
cized the “laissez-faire adminis- 
trator’? who says “that’s the doc- 
tors’ business’’ and fails to find 
out what is going on in his own 
hospital. He urged administrators 
who lacked experience to seek as- 
sistance from competent lay per- 
sons, rather than risk the loss of 
competent medical care in their 
hospitals. 

Dr. Rourke predicted an ap- 
proaching “open skies”’ period for 
hospitals in which administration, 
staff, and other hospital personnel 
would work together harmoniously 
for the common goal of improved 
medical care for hospital patients. 

Dr. Joseph Christian, Chicago, 
said that reduction of the mortality 
rate in newborn infants presents 
the greatest challenge confronting 
medical and nursing personnel car- 


HOSPITALS, J.A.H.A. 


ELECTED to office at the Catholic Hospital Association convention, May 27-30, were (I to r): 
Sister Ann Raymond, S.C.L., St. Vincent's Hospital, Billings, Mont., secretary; Rt. Rev. Msgr. 
F. M. J. Thornton, Sea Girt, N. J., president; Most Rev. Floyd L. Begin, $.T.D., auxiliary bishop 
of Cleveland, and Rev. Clement Schindler, S.T.L., Belleville, Ill. Not shown is Rt. Rev. Msgr. 
A. C. Dalton, director of hospitals, archdiocese of Boston, who was named president-elect. 


ing for these infants. 

He said that “. . . in spite of a 
decreasing overall death rate, a 
relatively large number will die 
during the immediate neonatal pe- 
riod. Over 50 per cent of the deaths 
of this group occur during the first 
week of life.”” Dr. Christian said 
that the figures should serve as an 
. . alerting signal ‘for all of us 
to make a joint effort to re-evalu- 
ate the care of the newborn infant.” 

Sister Miriam Dolores, C.S.C., 
Anderson, Ind., spoke about the 
services rendered by nurses. She 
urged the use of patient opinion- 
naires, round table discussions, and 
the recommendations of the joint 
commissions on the improvement 
of patient care. 

Dr. Robert S. Myers, assistant 
director of the American College 
of Surgeons, warned that records 
whieh were adequate in former 
times are inadequate for the oper- 
ation of today’s hospitals. He said 
hospital statistics should not fall so 
far behind they become useless. 


EVACUATION PROGRAM 


In discussing x-ray room safety, 
Sister Thomas Aquinas, C.S.J., St. 
Joseph’s Hospital, Kansas City, 
Mo., said that these points should 
be remembered in developing an 
evacuation program: 

_ 1. Keep a list of instructions in 
a prominent place so that all may 
‘now what to do in case of fire. 

2. Assign definite personnel to 
certain jobs in the fire drill. 

3. Learn the location of alarms, 
extinguishers and know how to 
use them. 

4. Have a practice drill occasion- 
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ally in order to learn how to work 
calmly and quietly. 

5. Keep exit lights burning at all 
times. 

‘‘Nursing Service in the Recov- 
ery Room” was the title of a sec- 
tional meeting at which Sister 
Mary Bernadina, S.P., said ‘‘at our 
hospital the recovery room comes 
under the responsibility of the 
anesthesia department and all pa- 
tients are discharged by an anes- 
thesiologist. Routinely in our re- 
covery room we have all patients 
who have had general (including 
intravenous and rectal) and spinal 
anesthesia; also those requiring 
close observation who have had 
only local anesthesia.”’ Sister Ber- 
nadina is supervisor of the recov- 
ery room and director of the School 
of Anesthesia at St. Vincent Hos- 
pital, Worcester, Mass. 

Sister Dorothy Ann, R.N., S.C., 
service director at St. 
Mary-Corwin Hospital, Pueblo, 
Colo., said that ‘‘within the short 
space of 12 years nearly 30 per 
cent of the hospitals in this country 
now have recovery rooms.” 

Sister Ann said that her hospi- 
tal’s surgical supervisor, who is re- 
sponsible for three surgical wards 


—approximately 100 patients, had 


been asked: “If we did not have 
a recovery room here at Corwin 
how many additional nurses would 
you need to give the same care 
the patients now receive in the 
recovery room?” 

The supervisor answered, Sister 
Ann said, “at least five more.”’ 

“Compare that number of nurs- 
ing hours—200 hours per week— 
with the actual number of nursing 


hours of our recovery room person- 
nel—approximately 80 hours per 
week,” Sister Ann said. “We can 
readily see,’ she continued, “the 
economy in nursing personnel and 
in monetary value.” 


AMONG OTHER SPEAKERS 


Among the many speakers who 
addressed the four-day convention 
were these: 

@ William A. Regan, Catholic 
Hospital Association legal consult- 
ant: “Contractual relations with 
medical specialists have made it 
necessary for hospitals to negotiate 
new financial arrangements in an- 
esthesiology, radiology and pathol- 
ogy”’’ and Catholic hospitals should 
seek professional legal advice in 
drafting contracts with these med- 
ical specialists. 

He also advised hospitals not to 
establish psychiatric units until 
they are able to meet American 
Psychiatric Association regulations 
pertaining to establishment of psy- 
chiatric units in general hospitals. 

@ William R. Consedine, director, 
legal department, National Catho- 
lic Welfare Conference: ‘Hospitals 
could not function without their 
300,000 lay employees. It is time 
to realize hospitals have a long way 
to go in establishing just relations 
with these 300,000. It is axiomatic 
that sub-standard wages and work- 
ing conditions attract only sub- 
standard employees.” 

@ Rev. John C. Ford, S.J., pro- 
fessor of moral theology, Weston 
(Mass.). College: “It is now the 
universal experience of general 
hospitals who do accept alcoholics 
that they present no special diffi- 
culties and require no special fa- 
cilities;—provided the hospital has 
an enlightened program, which in- 
cludes common sense discretion in 
the admission policy, up-to-date 
treatment methods, and above all 
orientation of the staff in true ac- 
ceptance of the alcoholic as a sick 
patient like other sick patients.”’ 

@ Paul F. Parker, Division of 
Hospital Pharmacy, American 
Pharmaceutical Association: Hos- 
pital administrators should provide 
the proper facilities for the estab- 
lishment cf pharmacy internships 
which will give the hospital trained, 
experienced pharmacists for their 
departments. 

@ L. R. Vear, national represent- 
ative, Hotel and Restaurant Divi- 
sion, Swift and Company: “You 
can pay for a lot of bone and fat if 
you don’t know your business.’ He 
suggested that large institutions 
deal with two meat firms rather 
than a single one. | 
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AT MIDDLE ATLANTIC ASSEMBLY— 


Prepaid Care for Aged Needed, Brown Says 


Prepayment of health care for the aged is the greatest single problem 
in the financing of hospital care, Ray E. Brown, immediate past president 
of the American Hospital Association, told the Middle Atlantic Hospital 
Assembly last month. A mechanism must be devised to provide for such 


payment during the earning years, Mr. Brown said. 


He pointed out that by 1970, 
one tenth of the total population 
will be over 65, that the greatest 
additions to life expectancy are 
now being made in this age group, 
and that this group becomes ill 
more often and has more costly 
episodes of sickness. 

Prepayment for care for the 65- 
and-over group must be split from 
prepayment for the under-65, he 
said, because health insurance has 
to be term insurance in which re- 
serves can’t be built up for the 
retirement age. A mechanism al- 
ready exists for the handling of 
the problem, Mr. Brown said, in 
the social security scheme. He ex- 


- pressed his personal opinion that 


a program of lifetime social securi- 
ty payments for retirement health 
care is the best solution. 
‘“‘However,” he said, “‘those who 
disagree with this solution must 
come up with a workable alterna- 
tive and must do it promptly.” 
Mr. Brown said that the rising 
cost of care had not curbed hospital 
utilization and stressed that when 
averaged out over the nation, hos- 
pital cost per family was a minor 
proportion of the average income 
per family. The trouble is, he said, 
that hospital costs do not hit the 


NEWLY ELECTED officers of the Middle Atlantic Hospital Assembly are (I to r): secretary, 


population evenly and not all fam- 
ilies enjoy the national income 
average. A further spread of pre- 
payment and broadening the na- 
tional income base are the solu- 
tions, he said. 


CONSTRUCTION PREDICTION 


John T. Ryan Jr., of Pittsburgh, 
industrialist and hospital leader, 
predicted that more than a half 
billion dollars a year’ would be 
spent on new hospital construction 
in the next 20 years. 

This expenditure for the general 
hospital he said, will be needed 
to close existing gaps in needed 
beds, to modernize outdated facili- 


ties, to keep pace with the popula- .- 


tion growth and with medical ad- 
vances. 

Inherent in proper planning for 
the next 20 years is “built-in flexi- 
bility” to permit adaptation to 
changing needs and discoveries. 
Industry will be responsive to these 
expansion programs, he said, if 
they are geared toward complete 
health centers for the communities. 

Mason W. Gross, Ph.D., Rutgers 
University provost and _ hospital 
board president, said that there 
need be no shortage of trained per- 


J. Harold Johnston, executive director, New Jersey Hospital Association; president, John 


W. Kauffman, administrator, Princeton (N.J.) 


Hospital; vice president, Dr. Ambrose P. 


Merrill, superintendent, St. Barnabas Hospital for Chronic Diseases, New York City, and 
treasurer, John F. Worman, executive secretary, Hospital Association of Pennsylvania. 
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sonnel in hospitals “if hospitals are 
willing to take the proper steps.” 
He urged salary level increases in 
accordance with training and to 
encourage the “steering of the tre- 
mendous number of people emerg- 
ing from the schools and colleges 
in the direction of hospitals.”’ 

This “flood tide’’ will start at the 
high school level in two years, Dr. 
Gross said, and hospitals must have 
jobs they want ready for them if 
hospitals are to tap the tide. Hos- 
pitals must move quickly to co- 
operate with education leaders, he 
said. Hospitals must convince the 
educators and the students that 
“they do have opportunities and 
[they ] can earn a decent wage, and 
the word service has a positive 
meaning.” 


LABOR’S GOAL 


Jerome Pollack, of the United 
Automobile Workers’ Social Secu- 
rity Department, said labor was 


Insisting on a vast extension of the 


scope of prepayment. This exten- 
sion requires steps as bold as those 
that were necessary to launch the 
prepayment movement, he said. 
Labor, he continued, doesn’t see 
at the moment the required bold- 
ness but sees rather an evading 
of these real problems. 

He urged coverage of autpatient 
care and said that additional funds 
were presently available to pay for 
properly priced extension of bene- 
fits. He said labor was opposed to 
deductibles and experience ratings 
and argued that if Blue Cross lost 
its community service orientation, 
it would lose out to commercial 
insurance. 

Hospitals, he said, have not at- 
tempted to tap to the maximum de- 
gree the support of labor and the 
community and, unfortunately, be- 
cause they have limited support, 
many hospitals are limiting their 
horizons. 

Dr. Edward L. Bortz, chief of 
medicine, Lankenau Hospital, Phil- 
adelphia, made an impassioned ap- 
peal for a shift in hospital orienta- 
tion from disease to health. 

The problems of the aged will 
not be met, Dr. Bortz said, unless 
hospitals break with the traditions 
of the past. Hospitals must teach 


- patients to keep out of hospitals, 


they must become health-oriented 
rather than disease-oriented. ‘‘Let 
us stop making a fetish out of ill- 
ness,” he said. 


CENTENARIANS COMMONPLACE 


He urged attention on the pre- 
cursors (and the precursors of the 
precursors) of illness rather than 
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Running my hospital’s easier now! 


Mixups were such a problem... Annette getting Jane's medicine 


... Mrs. Terwiliger getting Judy's plasma — worry worry! Well, the 


day they sent my Mr. Hawkins up to O.B., 1 put my foot down. | 


adopted Ident-A-Band on-the-wrist identification for a// my patients. 
y | 


Never a mixup since. Makes running my hospital so much easter 


that I have time to help at the big hospital on Saturdays.* 


*i NOTE FROM MODEL: I really do’ 


And my job’s far easier, too! 


I won't claim that Ident-A-Band makes my ambulance driving any 


easier. But when | play Doctor and Lab Technician it speeds up my 


work wonderfully. No fear of mixups. Why don't you write for 


samples and information? (Address above.) 
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Another tragedy compounded by 


| ever, state police described the 
footprints as ‘‘poor’’ and unsat- 
isfactory for immediate compar- 
ison. 


When tragedy strikes, a baby footprint taken at time of 
birth may provide the only means of identification. Time 


and again in these cases the report is, “No footprints for : ;, 
Chiet 
- 


comparison,” or “Prints are poor.” Unsatisfactory prints tive 


again compounded tragedy in a recent case in Pennsylvania. 
State Police sought to establish slain boy’s identity through 
comparison of prints with baby footprints of a missing boy. 


Results were inconclusive. 


Unlike the old inky “souvenir” prints that rarely show the 
delicate whorls and ridges, baby footprints made with the 
Hollister FootPrinter are sharp and clear. The foot is 
pressed gently against the FootPriuter “dry plate,’ then 
applied to glossy paper for a perfect print. No special skill 
required. Take advantage of our special offer now... . 


SPECIAL! 


Hollister FootPrinter with 
3 extra Replacement Plates — 


oot, rinter by Holliste 
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FRANKLIN C. HOLLISTER CO., 833 N. Orleans St., Chicago 10, Ill. 
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Please send FootPrinter and 3 extra Replacement Plates at the 


special combination price of $16.50. 
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focusing attention. on the stage 
where there is a lesion. Predicting 
that centenarians will be a com- 


REP. BOLTON DR. BORTZ 


monplace in the near -future, he 
warned that “it is not how long 
you live but how richly.”’ 

In a paper prepared for reading 
at the meeting, Rep. Frances P. 
Bolton (R-Ohio) stated she was 
not going to introduce her nursing 


study bill again this year. She 
wrote that the bill would not suc- 


_ceed because of “the continuing 


feeling of complacency with which 
the nursing problem seems to be 
viewed today. The fact is that the 
nation’s nursing problem is not be- 
ing solved and as a result many 
patients are being given inade- 
quate care or even none at all. 


. Sooner or later something must be 


done.”’ 

John W. Kauffman, administra- 
tor, Princeton (N.J.) Hospital, was 
elected president of the assembly. 
Dr. Ambrose P. Merrill, superin- 
tendent, St. Barnabas Hospital for 


Chronic Diseases, New York City, 


succeeded Mr. Kauffman as vice 
president. George A. Hay, admin- 
istrator, hospital of Woman’s Medi- 
cal College, Philadelphia, was the 
retiring president. 


UPPER MIDWEST CONFERENCE— 


~~ Panel Discusses Role of Hospital’s Chaplain 


Hospital internships and residencies for theological students who wish 
to be chaplains were advocated by the Rev. Granger Westberg in an 
address on the opening day of the Upper Midwest Hospital Conference 
May 22 in Minneapolis. Nearly 5, 000 persons registered for the three- 


day meeting. 

Rev. Westberg, associate profes- 
sor of religion and health at the 
University of Chicago, told of the 
plan begun at Massachusetts Gen- 
eral Hospital 
where Clinical, | 
or bedside, 
training: pro- 
grams are of- 
fered student 
chaplains. He 
called upon 
other hospitals 
to open their 
doors to theo- 
logical students 
for residency in 
hospital chaplaincy. 

Rev. Westberg was one of three 
clergymen who spoke on spiritual 
- care in the hospital. With him on 


REV. WESTBERG 


the panel were the Rev. Joseph J.’ 


Quinlan, a priest who is a chaplain 
at Hastings (Minn.) State Hospital, 
and Rabbi 
Temple Israel, Minneapolis. 

_ Rev. Westberg said that 25 years 
ago the chaplain in the average 
hospital was little more than a 
greeter, but in the last 15 years 
a dramatic change has taken place 
with the recognition that mental 
and emotional forces are involved 
in the patient. 

He advised hospital administra- 
tors in search of chaplains to go 
to accredited agencies to find chap- 
lains who have been trained for 
the posts. 
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Albert G. Minda of 


He said that while theological . 


students have become more in- 
terested in the medical aspects of 
patients, medical students have 
become more interested in the 
theological side of patients’ ill- 
nesses. 


CLARIFY ROLE 


Father Quinlan said there is con- 
fusion and a need for clarification 
as to the role of the chaplain and 
the psychiatrist in restoring the 
well-being of the patient. 

“Since the psyche and the soul 
are not accurately identified, each 
has its own area. The chaplain can 
help the psychiatrist and _ vice 
versa, but each should stay in his 
own back yard.” 

Some chaplains, he said, have 
picked up a bit of psychiatric 
knowledge and feel they can act 
as therapists. And some psychia- 
trists learn a bit about the Bible 
and feel they are experts on re- 
ligion. 

“Although the chaplain occupies 
a ‘professional role’ on the staff 
of his hospital,’ he said, “he must 
never lose sight of the pastoral 
nature of his role—he must never 
view his patients as his ‘parishon- 
ers.’ ”’ 

Rabbi Minda said the main con- 
cern of the hospital chaplain is 
helping to counteract the fears and 
complexes that every patient is 


subject to regardless of his reli- 
gious faith. 

‘‘All patients are human beings,” 
he said. “They are depressed at 
being surrounded by sickness, at 
not being in command of the situa- 
tion. They are disturbed by the 
strangeness of their surroundings, 
and matters ordinarily of minor 
concern assume new importance.” 

He said the hospital chaplain, 
with his knowledge of the spiritual 
and psychological makeup of the 
patient, can act as an interpreter 
in these areas between doctor and 
patient. 


HOSPITAL SAFETY 


Four problem areas in the hos- 
pital’s task of providing a safe en- 
vironment for its patients arid per- 
sonnel were discussed by a panel 
composed of four members of the 
teaching staff of the University 
of Minnesota’s School of Public 
Health. 

Lee D. Stauffer, sanitarian, in 
discussing food and the infectious 
process, said that too often. the 


- dietitian is given the entire re- 


sponsibility for protecting the pa- 
tient against diseases transmitted 
through contaminated food. 

“Food sanitation is a responsi- 
bility which must be shared also 
by top administration, housekeep- 
ing, nursing, engineering, and pur- 
chasing,” he said. 

Because refrigeration is almost 
the sole safeguard against the pro- 
duction of toxins by staphylococcal 
organisms, he said, it is unfortunate 
that the refrigeration facilities of 
most food services are inadequate. 
(See story on staphylococcal prob- 
lems p. 47.) 

“The administrator must help 
the dietitian, both with funds and 
understanding, to provide more 
adequate facilities,” he said. 

In discussing protection against 
radiological hazards, Ralph O. 
Wollan, health physicist, said this 
protection must be provided not 
only for the radiation workers 
themselves, but also for such per- 
sonnel as nurses who may assist 
in making diagnostic x-rays; for 
custodial persons who may empty 
waste baskets in which isotopes 
have been carelessly discarded; and 
for the orderly who may not know 
that urine from an iodine 131 ther- 
apy patient may be grossly con- 
taminated. 

“With proper training in the safe 
handling of radiation emitters, with 
adequate instrumentation and with 
a keen respect for the potential 
hazards associated with their use, 
there may be no limit to the scope 
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of radiation application in med- 
icine,” he concluded. 


PROBLEM SOLVENTS 


George S. Michaelsen, associate 
professor at the University of Min- 
nesota, pointed out some of the 
dangers that may be faced by hos- 
pital personnel in other areas. 

Volatile solvents present either 
a health hazard or a fire hazard 
or both, he said, and should be 
used with extreme caution. Carbon 
tetrachloride is the most dangerous 
from a health standpoint, he said, 
and for this reason should not be 
made available to hospital person- 
nel as a general solvent. Other 
potentially dangerous materials de- 
scribed by Mr. Michaelsen were 
acids and alkalies, infectious 
wastes, and insecticides. 

Mechanics of setting up an effec- 
tive safety program for the hospi- 
tal were outlined by John Morris, 
safety supervisor. 

“Before we can expect a safety 
program to pay dividends, there 
must be some action,” he said. ‘‘The 
administrator must participate and 
he may have to spend some money.” 

In an analysis of the public’s 
ability to pay for hospital care, 
Ray E. Brown, past president of the 
American Hospital Association and 
superintendent of the University 
of Chicago Clinics, said the aver- 
age hospital patient’s bill jumped 
from $88.72 in 1947 to $180.37 in 
1955, but that these figures do not 
give a true picture of the financial 
effects on the hospital-prone fam- 
ily. 

“The average hospital bill in 
1955 is not very awesome when 
compared to average family income 
that year of $5,520,” he said, “but 
when viewed in relation to the 
individual family, that national 
average becomes a fiction. 

“Studies show that serious ill- 
ness tends to hit the same individ- 
ual repetitiously and to bunch in 
a minority of families. Figures 
compiled in 1953 show that 11 per 
cent of our families incurred 43 
per cent of the nation’s total per- 
sonal health expenses that year.” 


170,000 MORE NURSES 


In a session on nursing, Estelle 
M. Osborne, assistant director of 
the National League for Nursing, 
said that in order to maintain pres- 
ent types of service it has been 
estimated that by 1970 a minimum 
goal of 300 nurses per 100,000 popu- 
lation will be needed. This goal 
indicates a rise from 430,000 pro- 
fessional nurses in 1956 to 600,000. 

“Nursing must concentrate on 
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MR. CORDES 


attracting more students than its 
apparent potential of 4 per cent 


of the college age population, on 
the development of a larger num- 
ber of well prepared nurses for 
faculty positions and on other fac- 
tors necessary for accommodating 
so large an anticipated student 
body, she said. 

Donald W. Cordes, administrator 
of Iowa Methodist Hospital, Des 
Moines, was installed as president 
of the Upper Midwest group. Har- 
old C. Mickey, director of Roches- 
ter (Minn.) Methodist Hospital, 
was named president-elect. 


EMPLOYEE BENEFITS REVIEWED— 


U.S. Studies Hospital Salaries in 8 Cities 


Salary and other pertinent job information on hospital employees in 
eight cities has been released by the Department of Labor. 

The cities on which information was compiled are: Atlanta; Cleveland; 
Dallas, Tex.; Los Angeles-Long Beach, Calif; Memphis, Tenn.; Min- 
neapolis-St. Paul; Philadelphia, and San Francisco-Oakland, Calif. The 


surveys were made between July 
1956 and ganuary 1957. 

Atlanta—Forty hours comprised 
the scheduled workweek for nearly 
three out of five employees. The 
most common workweeks in pri- 
vate hospitals were 45 hours for 
professional nurses, 44 hours for 
other professional and _ technical 
employees and nonprofessional 
workers (excluding office employ- 
ees), and 42 hours for office work- 
ers. 

Almost all hospital employees 
were eligible for five to eight paid 
holidays and to two weeks vaca- 
tion after a year’s service. 

Cleveland—All hospital workers 
studied were on a 40-hour weekly 
schedule and received compensa- 
tion for work in excess of these 
hours, most commonly straight- 
time pay. Employees were eligible 
for at least six paid holidays per 
vear; 20 per cent were eligible for 
eight holidays. 

Hospitals defrayed at least part 
of the cost of hospitalization for 
about one-tenth of the employees; 
a somewhat smaller proportion was 
protected by surgical and medical 
insurance to which the ‘hospital 
contributed. 

Dallas—-A 40-hour week was the 
schedule for virtually all hospital 
employees. Most of the remaining 
workers were on a 44-hour week. 

Five holidays per year were 
provided for almost 9 out of 10 
hospital employees, including all 
those in private hospitals. Ap- 
proximately 8 out of 10 employees 
received two-week vacations after 
a year’s employment and the bal- 
ance received longer vacations after 
this amount of service. 


Approximately two out of five 
employees were covered by ar- 
rangements: by which they could 
obtain hospital and surgical care 
at reduced rates. Approximately 
one out of four (all in government 
hospitals) received medical bene- 
fits at reduced costs. 

Los Angeles-Long Beach—A majority 
of the area’s hospitals provided 
meals and/or rooms that their em- 
ployees could purchase by means 


of payroll deductions. Charges 


most commonly were 50 to 55 cents 
per meal. Nurses paid rent ranging 
from $10 to $27.50 for a single 
room. 


Approximately 2 out of every 


5 nurses and 3 out of every 10 
other employees (all in. private 
hospitals) were eligible for hospi- 
talization benefits and a somewhat 
smaller proportion was entitled to 
surgical and medical benefits. 
Memphis—A 40-hour workweek 
was the most prevalent schedule. 
More than 90 per cent of Memphis 
hospital employees received at 
least 5 paid holidays annually. 
Retirement provisions covered 
all but approximately 5 per cent 
of the employees in private hos- 
pitals and about 90 per cent of the 
employees in public institutions. 


Approximately a third of all hos- © 


pital employees had some type of 
hospitalization protection and one 
in four received surgical benefits 
paid for at least in part by the 
hospitals. 

Minneapolis-St. Pavi— Al] hospital 
workers studied in this area were 
on a 40-hour weekly schedule. At 
least six paid holidays a year pre- 
vailed for Minneapolis-St. Paul 
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hospital workers. All employees 
were entitled to a minimum of two 
weeks vacation after one year of 
service. Hospitalization, medical, 
and surgical benefits were financed 
in part by institutions employing 
7 out of 10 nonprofessional work- 
ers, other than those in office jobs, 
and smaller numbers of other hos- 
pital employees. Approximately 
one in 20 received major medical 
expense protection. Half of the non- 
professional workers in nonoffice 
jobs received protection under 
sickness and accident insurance. 


Philadelphia — A 40-hour work- 
week was the most common for 
employees of hospitals in Philadel- 
phia. Most of the remaining office 
and professional workers were on 
schedules of 38 hours or less. Two- 
thirds of the nonprofessional work- 
ers other than those in office jobs 
worked a 40-hour week schedule 
and the remainder were. approxi- 
mately equally divided between a 
44 and 48-hour week. 

Hospitalization benefits were fi- 
nanced at least in part by insti- 
tutions employing a majority of 


Philadelphia hospital workers. Sur- 
gical benefit provisions applied to 
approximately one in four employ- 
ees and a larger proportion was 
covered by medical benefit pro- 
grams. 

San Francisco-Oakland—Subsequent 
to the date of the department’s 
survey nurses’ salaries in the area 
were increased an average of $3 
a week beyond the level of general 
duty nurses shown in the chart 
below. 

A 40-hour weekly work sched- 
ule was in effect for all employeés 


Representative Average Weekly Salaries of Hospital Employees in Eight U. S. Cities 


(all workers are women except where otherwise noted) 


AMONG OFFICE OCCUPA- | AMONG NONPROFESSIONAL 


LOS ANGELES- 


| |  Super- | Nurs- | TIONS SURVEYED OCCUPATIONS SURVEYED 
General Practi- Nurs- Head visors ing Directors X-ray  Dieti- Physical — 
Duty cal ing «=| Nurses) of Techni-  tians Thera- | Highest Lowest 
Nurses Nurses Aides Nurses tors Nursing cians pists Highest lowest = = paid Paid 
| | | | | | Paid | Paid | 
| | | (Hourly) (Hourly) 
| | | | | | Male 
| | | | | | | | Technical Switchboard Stationary 
ATLANTA = $59.50 $43.00 $29.00 $69.50 $76.00 $71.00 $109.50 $66.50 $68.50 (not Stenographers Operators Engineers Maids 
| | | | | | | given) | 
| $61.50 $42.00 | $204 | $50 
Switchboard Male —__—Oiish- 
| Payroll Operators- Stationary washers, 
CLEVELAND 40.50 80.50 86.00 8450 121.00 6300 80.50 74.50 Clerks Receptionists Engineers Machine 
| | | | us | 
| | Male 
| | Payroll Switchboard Stationary Kitchen 
DALLAS «40.00 29.50 79.00 83.00 78.50 117.00 70.50 73.50 76.50 Clerks Operators Engineers Helpers 
66.00 450 1.73 51 
Male —_ODish- 


Technical Switchboard Maintenance washers, 


LONG BEACH 75.00 59.50 52.50 87.00 98.00 93.00 116.50 73.50 78.50 82.00 Stenographers Operators | Electricians © Machine 
| nse | | 
| | | | 
| | | | Male Payroll Switchboard Stationary 
MEMPHIS 69.00 41.00 30.50 75.00 84.50 80.00 106.00 55.00 75.00 Clerks Operators Engineers Maids 
| | | | | | | ome 
| | | | 86.00 67.00 | 40.00 210 | | 
| Technical | Switchboard Male | Dish- 
MINNE- | ea | | | | Stenographers Operators- Maintenance washers, 
APOLIS- 56.50 «53.00 83.50 93.50 88.00 124.50 61.50 82.00 85.00 Receptionists Electricians Machine 
ST.PAUL | | | | — | — | 
| | 68.00 56.00 
Payroll | Switchboard Male 
| | | |  Operator- Maintenance 
58.50 38.00 | 35.00 66.00 | 75.50 69.50 69.00 | 
| ee | | | | | pti | | | 
| | | | | | 
| | | | | -Swtichboard | Male Dish- 
| | | | | | Payroll Operator- Maintenance, washers, 
FRANCISCO- | 75.50 63.00 59.00 85.50 93.00 95.50 121.50 76.00) 81.00 83.50 Clerks Receptionists Electricians | Machine 
| : | Fa 61.50 2.65 1.38 
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studied in San Francisco-Oakland 
hospitals. All employees were elig- 
ible for paid vacations after a 
year’s service. All employees in 
private hospitals and relatively 
small proportions of those in public 
hospitals received hospital and sur- 
gical benefits free or at reduced 
cost. 

Information on other cities sur- 
veyed by the Department of Labor 
is contained in the Jan. 1 and Feb. 
1 issues of HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION. 


80 Poisoned by Picnic Food 


Receive Care at Hospitals 


More than 80 persons were 
stricken with food poisoning at a 
picnic on May 30 near Libertyville, 
Ill. Forty-five of those stricken 
were treated at St. Therese’s Hos- 
pital, Waukegan, Ill., 35 were 
treated at Condell Memorial Hospi- 
tal, Libertyville, and several were 
treated at Highland Park (IIll.) 
Hospital. 

Of the 45 at 275-bed St. Therese’s, 
30 were admitted; at 58-bed Con- 
dell 14 of those stricken were ad- 
mitted. At St. Therese’s, extra beds 
were set up as part of the hospi- 
tal’s disaster plan. Additional med- 
ical and nursing aid was used dur- 
ing the emergency. 

Condell did not put a formal 
disaster plan into effect, but did 


press emergency beds into service 
and put additional medical and 
nursing personnel to work. 

The fact that many of those 
stricken spoke only Greek compli- 
cated the hospitals’ clerical pro- 
cedures, Interpreters from among 
the picnickers assisted the hos- 
pitals. 

* * * 

On May 28, 52 Chicago firemen 
were overcome while fighting a 
chemical blaze there. Nine firemen 
were taken to St. Elizabeth’s Hos- 
pital, one to Alexian Brothers Hos- 
pital, and one to St. Mary’s Hospi- 
tal. 

The remaining firemen were 
treated at the scene and ordered 
back to their quarters. A _ half- 
dozen Fire Department pulmotors 
were kept busy treating the men. 

7 * * 


A hotel fire in Worcester, Mass., 
killed three persons and sent nine 
others to Worcester City Hospital 
for treatment. All but one of the 
injured required further hospitali- 
zation. No special disaster plan was 
put into effect since the 436-bed 
hospital is frequently called upon 
to handle relatively large numbers 
of emergency cases, Superintend- 
ent Theodore A. Austin said. 


Missouri Government Adopts | 


Nursing Home Rules, Codes 


To promote the health, safety 


In Tornadoes’ Wa 


ke 


DOCTOR at 23-bed Bonne Terre (Mo.) Hospital lights a gasoline lantern while another doctor 
and nurse examine a patient after a tornado tore down the town's power lines. Fifty-eight 
persons lost their lives in the twisters which cut a path through Kansas and Missouri 
May 20-21; suburban Kansas City was the most heavily hit (HOSPITALS, J.A.H.A., June 1). 
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Missouri 


and welfare of -residents in nursing 
and domiciliary homes in Missouri, 
a set of rules and regulations for 
licensing these homes has recently 
been developed and published in 
two booklets. The 48-page manual, 
Missouri Nursing Home Licensure 
Law Regulations and Codes, in- 
cludes the minimum standards for 
all homes. Its companion publica- 
tion, Fire Safety Standards, relates 
to fire safety in buildings used or 
converted for use as nursing, con- 
valescent or boarding homes. | 

The division of health of the 
Department of Public 
Health and Welfare and the state’s 
nursing home advisory council un- 
dertook the writing of these stand- 
ards in accordance with the condi- 
tions set down in Senate Bill No. 
41 of the 69th General Assembly. 
This bill was passed by the Mis- 
souri legislature on March 13, less 
than one month after the Warren- 
ton, Mo., fire in which 71 persons 
lost their lives at the Katie Jane 
Old Folks Home (HOSPITALS, J.A. 
H.A., March 1). At that time Mis- 
souri Gov. James T. Blair Jr. called 
the -previous regulations “‘com- 
pletely inadequate” and announced 
he would ask the state legislature 
for better nursing home inspection 
laws. 

The new regulations and codes 
list the minimum standards for 
homes which professional 
nursing care, those with practical 
nursing care, and those with only 
domiciliary or personal care. These 
standards relate to: 

1. Location and construction of the 
home, including plumbing, heat- 
ing, lighting, ventilation and other 
housing conditions which shall en- 
sure the health, safety, and comfort 
of residents and protection from 
fire hazard. 

2. Number and qualification of all 
personnel and hours of service, in- 
cluding management, medical and 
nursing personnel having responsi- 
bility for any part of the care given 
to residents. 

3. All sanitary conditions within the 
home and its surroundings, includ- 
ing water supply, sewage disposal, 
food, clothing, and general hygiene 
which shall ensure the health and 
comfort of residents. 

4. Diet related to the needs of each 
resident and based on good nutri- 
tional practice and on recommen- | 
dations which may be made by 
the physican attending the resident. 

5. Equipment, facilities and sup- 
plies essential to the care, health 
and welfare of the resident. 

6. Quality of patient care. 

The eight-page booklet on fire 
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WET COMPRESSES AND DRESSINGS 


Nonirritating antiseptic wet dressings and com- 
presses are prepared with 1:5000 Zephiran 
aqueous solution, without fuss or waste of 
time.* Zephiran is always ready to do an effi- 
cient job whatever the specific application. 


*Caution: Do not use with occlusive dressings. 


ANTISEPTIC DIP BASIN 


Zephiran is just as valuable outside the oper: 
ating room area to minimize the hazard of in- 
fection during ward rounds, bed-to-bed care and 
general servicing. A small basin with 1:1000 
Zephiran aqueous solution or tincture right on 
the cart or utility table gives greater assurance 
of continuing antisepsis. 


A NURSE SPOKE UP 


The multiple uses of Zephiran were discussed 
at a nurses’ meeting. One nurse worried about 
the possibility of skin irritation with repeated 
use of such a potent disinfectant. She volun- 
teered for a patch test with Zephiran — and it 
proved to be nonirritating ... just as safe as it is 
dependable. 


In a series of 200 cases, 5 day patch tests (repeated 
after 3 weeks for 48 hours) were negative in all - 
subjects (Shelanski, H. A.: Soap and Sanitary Chem- 
icals, 25:125, Feb., 1949)- 


LET ZEPHIRAN WORK FOR YOU 


Zephiran is dependable, safe and economical. A refined cationic 
detergent with unusual wetting and spreading ability as well 

as a highly potent antiseptic— Zephiran kills many gram-positive 
and gram-negative bacteria in seconds. It is nonirritating and 
virtually nontoxic. Zephiran has hundreds of uses in daily practice. 


REFINED BENZALKONIUM CHLORIDE 


ephiran 


CHLORIDE 


ZEPHIRAN, (BRAND OF BENZALKONIUM, AS CHLORIDE,’ LABORATORIES, New York 18, N. Y. 
REFINED), TRADEMARK REG. U.S. PAT. OFF. 11439 M 
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| 
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safety standards includes specific 
recommendations as to occupancy, 
exit facilities, stairways, corridors, 
passageways, doorways, interior 
finish, alarm systems, etc. The reg- 
ulation on attendants on duty 
states that “every nursing, con- 
valescent or old age home shall 
have at least one attendant on duty, 
awake and dressed therein at all 
times, and in addition, one stand- 
by attendant within hearing dis- 
tance and available for emergency 
service.” 

The fire safety standards also 
call for these homes to have a plan 
for the protection of all persons in 
the event of fire and for their evac- 
uation to areas of refuge away 
from the building when necessary. 
All employees shall be instructed 
and kept informed respecting their 
duties under the plan. 


Pharmacy, Hospital Site 
Bills Introduced in State 


Bills pertaining to hospital phar- 
macists and to hospital sites have 
been introduced in the New Jersey 
legislature. 

The pharmacy bill states that 
any New Jersey hospital pharmacy 
or laboratory in which drugs and 
medicines are compounded and dis- 
pensed for the use of the hospital’s 
patients, including outpatients of 
clinics or other facilities of the 
hospital, shall be operated and con- 
ducted under the supervision of a 
full or part-time registered phar- 
macist., 

Such registered pharmacist, the 
bill reads, with the approval of 
the director or superintendent of 
the hospital, shall promulgate rules 
and operating procedures for the 
safe handling of drugs and medi- 
cines by hospital personnel, to as- 
sure patient safety and compliance 
with state and federal law. 

The bill referring to hospital 
sites states: “‘When the governing 
body of any municipality shall de- 
termine that all or any part of a 
tract of land, with or without 
buildings erected thereon, owned 
by the municipality, is not then 
needed for municipal purposes, it 
may by resolution authorize the 
sale and conveyance of the same, 
or any part thereof, to any duly 
incorporated nonprofit hospital as- 
sociation for the erection or main- 
tenance thereon of a general hos- 
pital. 

“Such sale and conveyance may 
be for such consideration and upon 
such terms, conditions and limita- 
tions as such body shall deem ad- 
visable. In the event the land shall 
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MAY 15 


was “Disaster Day’’ at Mt. Sinai Hospital, Chicago. A simulated disaster was 


planned for the 11th floor of the hospital's Kurtzon building. Every major hospital depart- 
ment and several hundred hospital workers took part. The Chicago Fire Department (notified 
by the hospital's switchboard) responded as though to an actual alarm and ‘‘patients’’ 
were evacuated from the disaster area. In the two-column picture, nurses, using the one- 
man blanket pull, remove patients from the danger area as firemen prepare to cope with 
the disaster itself. Nurses (upper left) use the two-man swing carry to bring a patient 
to safety under the direction of a Fire Department battalion chief. The three-man carry 
(upper right) is employed to remove another patient from her room in the ‘‘danger’’ area. 


cease to be used for the purposes 
for which it was conveyed it shall 
revert back to the municipality.” 


Bill Seeks $4.4 Million 
For Pennsylvania Hospitals 


A measure which seeks to ap- 
propriate $4.4 million to the state 
Department of Welfare for hospi- 
tal dispensary service is among the 
bills recently introduced in the 
Pennsylvania state legislature. 

Under the bill, hospitals would 
be compensated by the state for 
indigent care at the rate of $1 per 
dispensary visit. 


Another Pennsylvania bill would 
amend the state’s Mental Health 
Act by changing requirements for 
voluntary admissions and relieving 
the superintendents, officers, or 
employees of any liability for, or 
in consequence of, the subsequent 
conduct of any person permitted 
to leave an institution. 

A third proposal would amend 
the Motor Vehicle Code by requir- 
ing those in charge of hospitals, 
mental institutions, and clinics to 
report to the secretary of revenue 
the admission of every person suf- 
fering from a mental disability 
which would prevent such person 
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First line of defense against danger and wear... 


MOSAIC CERAMIC TILE PROTECTS WRIGHT-PATTERSON AIR FORCE HOSPITAL 


for the life of the building results wherever ceramic 
tile is used. In many key areas of the Wright- 
Patterson Hospital, colorful permanent Mosaic 
Ceramic Tile is wisely used. Diet Kitchen — Floor: 
Mosaic unglazed ceramic mosaics, Pattern 2283; 
Walls: 414," x 414," Mosaic Glazed Wall Tile. 


THROUGHOUT ANESTHETIZING AREAS 

Mosaic Electrically-Conductive Floor Tile assures 
protection from explosion hazard. It is both pre- 
tested and factory warranted. Scrub-up Room — 
Floor: Mosaic Impervious Electrically-Conductive 
Ceramic Mosaic Floor Tile, Pattern 1778-A3; Walls: 
x Mosaic Glazed Wall Tile. 


THE ONE MOST IMPORTANT 
HOSPITAL BUILDING MATERIAL 
is the ceramic floor tile that provides 
permanently built-in safety for all 
operating and anesthetizing areas. 
Mosaic Impervious Electrically- 
Conductive Ceramic Mosaic Floor 
Tile is the unquestioned first choice 
among all floor materials for sur- 
gical suites. This one tile provides 
proper electrical conductivity, sure 
sanitation and absolute perma- 
nence. Operating Room — Floor: 
Mosaic Impervious. Electrically- 
Conductive Ceramic Mosaic Floor 
Tile, Pattern 1778-A3; Walls: 4'/,” 
x 4'\4,." Mosaic Glazed Wall Tile. 


MOSAIC 


THE MOSAIC TILE COMPANY 


America’s largest ceramic tile manufacturer. 
General Offices: Zanesville, Ohio. 
Member—Tile Council of America, Inc. 

and The Producers’ Council, Inc. 
Showrooms, Warehouses and Factories from 
Coast to Coast. 


For free estimates on 
Mosaic Tile, see the 
yellow pages for your 
Tile Contractor, Ceramic 


§ 
4 
F oF 
+ 
= 
— 
é 
‘ 
U.S.A.F. HOSPITAL, WRIGHT-PATTERSON AIR FORCE BASE. DAYTON, OHIO, ARCHITECTS: U.S.CORPS OF ARMY ENGINEERS. TILE CONTRACTOR: WEIFFENBACH MARBLE AND TILE CO. 
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from exercising reasonable control 
ver a motor vehicle. 

Also introduced in the Pennsyi- 
vania state legislature were: 

@ A bill to appropriate $2,150,- 
000 for aid to nursing education at 
the rate of. $150 per student per 
year (for state-aided hospitals and 
Philadelphia General Hospital). 

@ A appropriating $24 mil- 
lion to 186 hospitals as state-aid 
for indigent inpatient care at the 
rate of $9 per day. 

@ A bill prohibiting state-aid to 
any hospital which employs an ad- 
ministrator or department head 
who is not a U. S. citizen or who 
has not been domiciled in Pennsyl- 
vania continuously for two years. 

@ A bill to permit the Pennsyl- 
vania Department of State to ad- 
minister a law governing solicita- 
tion of money and property. 
Charitable organizations intending 
to solicit contributions within the 
state would be required to register 
and also to report. Religious or- 
ganizations would be exempt un- 
less a paid professional fund-rais- 
ing organization were employed. 

@A bill requiring all doctors, 
osteopaths, chiropractors, dentists 
and psychologists using the facili- 
ties of state-aided hospitals for 
care or treatment of patients to 
reimburse such hospitals at the 
rate of 5 per cent of the fees col- 
lected as a result of such care. The 
amount of such reimbursement, if 
not actually made, would be de- 
ducted from state appropriations. 


Council, Association Name 
Officers at Annual Meetings 
Hospital Council of Southern California: 


president, George E. Peale, super- 
intendent, California Hospital, Los 


Wes 


rn Ass 


4 


ociation N 


ames Officers 
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ELECTED to office at the 27th annual convention of the Association of Western Hospitals 
held May 6-9 in Los Angeles were (I to r): second vice president, Paul R. Hoff, admin- 
istrator, Bannock Memorial Hospital, Pocatello, Idaho; first vice president, Wesley G. 
Lamer, administrator, Physicians and Surgeons Hospital, Portland, Ore; president, Guy M. 
Hanner, administrator, Good Samaritan Hospital, Phoenix, Ariz.; president-elect, Ralph J. 
Hromadka, administrator, Santa Monica (Calif.) Hospital, and treasurer, Joseph L. Zem, 
director, St. Luke’s Hospital, San Francisco. Sister Mary Bede, of Sacred Heart Hospital, 
Spokane, Wash., elected third vice president, was not present when the photo was taken. 


Angeles; vice president, Sister Anne 
Lucy, administrator, Daniel Free- 
man Hospital, Inglewood; recording 
secretary, William J. Daniels, ad- 
ministrator, Hawthorne Communi- 
ty Hospital, Hawthorne; treasurer, 
Seymour Schulman, administrative 
director, Cedars of Lebanon Hos- 
pital, Los Angeles. 
Massachusetts Hospital Association: 
president, Dr. Dean A. Clark, gen- 
eral director, Massachusetts Gen- 
eral Hospital, Boston; president- 
elect, Rt. Rev. Msgr. A. C. Dalton, 
LL.D., director, Catholic Hospitals, 
Archdiocese of Boston; secretary, 


1957 State Association Presidents 


CONNECTICUT 


CHARLES V. WYNNE 


Administrator Superintendent Administrator 
Waterbury Hospital Munroe Memorial Hospital Magic Valley Memorial Hospital 
Waterbury Ocala Twin Falls 
(364 beds) (157 beds) 
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BEN P. WILSON 


(75 beds) 


FLORIDA IDAHO 


IRENE E. OLIVER 


Henry G. Brickman, association 
executive director; treasurer, Bert- 
rand B. Nutter, director, Salem 
Hospital, Salem. 

Hospital Association of Pennsylvania: 
president, James C. Kirk, adminis- 
trator, Pottsville Hospital, Potts- 
ville; first vice president and 
president-elect, Walter J. Rome, 
executive director, Children’s Hos- 
pital, Pittsburgh; second vice 
president, Mabel A. Barron, ad- 
ministrator, Ellwood City Hospital, 
Ellwood City; treasurer, Joseph W. 
Bishop, administrator, Hahnemann 
Hospital, Scranton. 

Texas Hospital Association: president, 
Bolton Boone, D.D., administrator, 
Methodist Hospital, Dallas; presi- 


. dent-elect, W. P. Earngey Jr., ad- 


ministrator, Harris Hospital, Fort 
Worth; vice president, Sister M. 
Annela, R.N:., administrator, St. 
Ann Hospital, Abilene; treasurer, 
F. S. Walters Jr., superintendent, 
Northwest Texas Hospital, Ama- 
rillo. 


AHA Makes Appointment 


Dr. Edwin L. Crosby, director of 
the American Hospital Association, 
has announced that Jack W. Owen 
has joined the staff as a staff repre-. 
sentative in the Council on Admin- 
istrative Practice. The appointment 
is effective June 17. Mr. Owen is 
a graduate of Western Michigan 
College and of the program in hos- 
pital administration at the Univer- 


HOSPITALS, J.A.H.A. 


ta 
\ 
é 
Yj 


MIDWEST HOSPITAL RAISES 
$1,113,000 OVER GOAL 


in two fund-raising Campaigns! 


Goal: 1,700,000 
$2,500,000 


Back in 1953 the Board of Directors of the 
Ball Memorial Hospital, Muncie, Indiana, 
engaged Ketchum, Inc. to direct a cam- 
-paign to raise $1,700,000 for a new wing 
for their.over-crowded hospital. Result: 
‘The campaign exceeded its goal by almost 
a million dollars. | 

Again, in 1957, the Board called upon 
Ketchum, Inc. to direct its $935,000 com- 
pletion fund drive. At the campaign’s 
‘Kick-off’ dinner- the principal speaker 
stressed ‘“‘the importance of getting pro- 
fessional advice in fund-raising efforts, such 
as that of Ketchum, Inc.’ When final 
results were in, the goal was once more 


Goal: 935,000 
195 $1,248,000 


exceeded —by more than a quarter of a 


million dollars. At the victory dinner, 


Edmund F. Ball, president of the Hospital 
Board, said: ‘““The professional team (of 
Ketchum, Inc.) should not be overlooked 
while I am passing out. the bouquets.. . 
they have been cooperative, competent, 
and efficient.” 

It is always a pleasure for Ketchum, Inc. 
to be welcomed back by a community 
institution to direct a second. campaign. 
Hospital administrators and Board mem- 
bers are cordially invited to hear about 
other successful campaigns and discuss 


their own plans with us at no obligation. 


Campaign Direction + Public Relations 
@) CHAMBER OF COMMERCE BUILDING 


PITTSBURGH Ig, PA. 
$00 FIFTH AVENUE, NEW YORK 36, N.Y. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C. 


Work progresses on new facilities of the Ball Memorial Hospital, Muncie, Indiana, now made possible by 
two campaigns directed by Ketchum, Inc. Objectives have been exceeded by more than a million dollars. 


JUNE 16, 1957, VOL. 31 iil 


\ 
MEMBER 


sity of Chicago. Since July 1956 
Mr. Owen has been an administra- 
tive resident at Indiana University 
Medical Center, Indianapolis. Prior 
to that he served as diagnostic 
clerk at the University of Chicago 
Clinics and in the Army Medical 
Corps as an occupational therapy 
technician. 


AHA Committee Investigates 
Communication Via Radio 


Recognizing the increasing im- 
portance of radio communication, 
the American Hospital Association 
has established 
a Committee on 
Hospital-Radio 
Communica- 
tion. 

This commit- 
tee will come 
under the Coun- 
cil on Govern- 
ment Relations 
and will be 
charged with 
surveying the 
needs of hospitals for radio com- 
munication services and defining 
these needs in terms of existing or 
proposed rules and regulations of 
the Federal Communications Com- 
mission. 

The new AHA committee is un- 
der the chairmanship of Dr. George 
W. Graham, director, Ellis Hospi- 
tal, Schenectady, N. Y. The com- 
mittee’s first meeting was sched- 
uled for June 14 in Washington, 

The AHA has informed the FCC 
of its interest in making certain 
frequencies available to hospitals. 


DR. GRAHAM 


FOR THE LOVE OF LIFE, a 131.2 minute movie depicting the hospital's role in the community, 
was recently filmed at Billings Hospital, University of Chicago Clinics, and is to be premiered 
during the American Hospital Association convention, Sept. 30-Cct. 3 in Atlantic City, 
N. J. Here the camera crew prepares to shoot the second ‘‘take’’ of a nurse wheeling 
a mother-to-be into the delivery room. In the inset, Atlas Films Director Lovis F. Marlowe 


(left) and Edmond J. Lanigan (right), AHA 
when she moves the bassinet containing the 


cate the path that the nurse will follow 


coordinator of association services, indi- 


newborn infant during another scene. The American City Bureau contributed $15,000 to 


the production costs of the $19,000 film. 


The Association's film will be shown locally. 


In a letter to the commission, 
Kenneth Williamson, AHA associ- 
ate director, wrote: ‘“‘The conduct 
of hospital activity requires, 
among other things, the use of the 


most modern means of communi- 
cation including radio. . . In times 
of disaster, radio may be the only 
method of’ communication avail- 
able to hospitals.” 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 

Fullerton—St. Jude Hospital. 
Rosemead—Alhambra Sanatorium Inc. 

FLORIDA 
Fort Lauderdale—Holy Cross Hospital Inc. 
Kissimmee—Kissimmee Hospital. 
Naples—Naples Community Hospital Inc. 

ILLINOIS 
Charleston—Charleston Community Me- 

morial Hospital. 
Zion—Zion Community Hospital. 
NORTH CAROLINA 

Louisburg—Franklin Memorial Hospital. 


PENNSYLVANIA 
Philadelphia—Oxford Hospital Inc. 
SOUTH DAKOTA 
Ipswich—Ipswich Community Hospital. 
TEXAS 


Crystal City—Crystal Clinic and Hospital. 
San Angelo—Memorials Hospital. 


WISCONSIN 


Prairie du Chien—Prairie du Chien Me-- 
morial Hospital. 
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CANADA 


Brockville, Ontario—St. Vincent de Paul 
Hospital. 


NEW PERSONAL MEMBERS 


Balcom, Paul Churchill—adm. res.—Johns 
Hopkins Hospital—Baltimore. 

Benadon, Elliot E.—actg. dir.—Jewish Hos- 
pital of Hope—Montreal, Quebec, Can- 


ada. 

Bergquist, Lt. Melvin David Jr.—MSC 
USN—student—National Naval Medical 
Center—Bethesda, Md. 

Bender, Lt. Urban ‘J:—MSC USN—student 
—National Naval Medical Center—Beth- 
esda, Md. 

Christianson, Lt. James D.—USAF, MSC— 
National Naval Medical Center—Beth- 
esda, Md. 


Cusick, Harry F.—asst. bldg. supt.—Public 


Health Service Hospital—Chicago. 

Elliot, Lt. Gordon E.—student—National 
Naval Medical Center—Bethesda, Md. 
Famularo, Joseph M.—supv. of maint.— 
Frank D’Ingianni Medical Foundation— 

New Orleans. 

Field, Sander L.—adm.—Oxford Hospital— 
Philadelphia. 

Forrester, Lt. George Glynn .JIr.—student— 
National Naval Medical Center—Beth- 
esda, Md. 

Frakes, Roy A.—student in hosp. adm.— 
Columbia University—New York City. 

Gossling, Randle P.—plant supt.—Memorial 
Hospital—Eugene DuPont Convalescent 
Home—Wilmington, Del. 

Humphreys, Capt. William G.—MSC, USAF 
—student—National Naval Medical Cen- 
ter—Bethesda, Md. 


Lembcke, Paul A.—assoc. prof.—School of 
Hygiene and Public Health—Johns Hop- 
kins University—Baltimore. 

Nataupsky, Leah—exec. dir.—Recuperative 
Center—Roslindale, Mass. 

Price, Helen L., R.N.—asst. supt.—Camden 
County Generai Hospital—Lakeland, N.J. 

Purdom, Wayne C.—chief engr.—Maury 
County Hospital—Columbia, Tenn. 

Sanders, Charles Richard—adm. res.— 
Memorial Hospital—Dallas, 

ex. 

Saunders, Roy E.—adm. asst.—Brooklyn 
(N.Y.) Hospital. 

Scheurer, LCDR Donald B.—adm. off.— 
Naval Hospital—San Francisco. 

Seligman, Walter A.—student in hosp. adm. 
—Columbia University—New York City. 

Simmons, Lt. Billy Frazier—MSC, USAF— 
student—National Naval Medical Center 
—Bethesda, Md. 

Sister Mary Helen—student in hosp. adm. 

t. Elizabeth’s Hospital—Youngstown, 


Stewart, W. A.—adm. res.—Baroness 
Erlanger Hospital—Chattanooga, Tenn. 
Steker, Russel Melvin—student—National 
Naval Medical Center—Bethesda, Md. 
Stoppani, William A.—asst. adm.—Symmes 
Arlington (Mass.) Hospital. 

Swindells, James G.—atty.—Oregon Asso- 
ciation of Hospitals—Portland 

VanValkenburgh, Everett E.—adm.— 
Symmes Arlington (Mass.) Hospital. 

Welch, Lt. Charles F.—MSC, USN—student 
—National Naval Medical Center—Beth- 
esda, Md. 

Wiegand, George—bus. of. mgr.—Somerset 
Hospital—Somerville, J. 

Zerilli, Samuel F.—supt. maint. engr.— 
Alexander Blain 
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attend the 59th annual convention of the 


AMERICAN HOSPITAL 
ASSOCIATION 


and the 10th annual Conference 


of Hospital Auxiliaries 


CONVENTION HALL, Atlantic City, N.J. 
Sept. 30 — Oct. 3, 1957 


New 1957 Convention Highlivhts 


General assembly daily 
One nationally known speaker will give an 
address on a significant topic directly or in- 
directly influencing hospital affairs. 


@ Management symposium daily 
A hospital or industrial leader will speak 
on selected aspects of hospital management 
at each symposium. A panel of hospital ad- 
-ministrators will discuss his remarks. 


e ‘‘it worked for us’’ 
Hospital representatives have been invited 


to submit brief papers on successful admin- : > : and again In 1990 


istrative activities for inclusion in special 
= 
program sessions. 


e Film sessions 
e Architectural exhibit 
e Daily round tables 


>) 


Make your room reservation early a 
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Personal news 


(Continued from page 90) 


@® WILLIAM F. JAcoss, M.D., died 
May 14 at his home in Daytona 
Beach, Fla. He was 72. Dr. Jacobs 
was retired medical superintendent 
of Bellevue Hospital Center, New 
York City. 

Dr. Jacobs directed Bellevue for 
23 years and retired in 1954 after 
37 years in the city’s service. He 
had also served as city commis- 
sioner of hospitals for nine years. 


@ SISTER M. ELIZABETH, O.S.B., 
R.N., died last April at St. John’s 
McNamara Hospital, Rapid City, 
S.D. She had been administrator of 
the hospital since 1941. 

Sister Elizabeth was president of 
the South Dakota Hospital Associ- 
ation at the time of her death. 


@ SISTER MARY GERTRUDE, R.S.M., 
R.N., died April 13 at Sacred 
Heart Hospital, Manchester, N.H. 
She served more than 50 years as a 
Sister of Mercy in this hospital and 
Our Lady of Perpetual Help Ma- 
ternity Hospital, and had been ad- 
ministrator and superior of both 
these institutions for many years. 

Sister Gertrude also was the first 
administrator of Madigan Memo- 
rial Hospital, which she established 
in Houlton, Maine. 


A matter of life and death 
(Continued from page 46) 


averted and the staff of the hospi- 
tal expected to act in a rational, 
orderly manner, continual educa- 
tion and repetition of their obliga- 
tion is essential. 

In planning a system of evacua- 
tion the most obvious problems, 
such as staff shortages on night 
duty, should be given first consid- 
eration. 

Few fire departments have suffi- 
cient manpower to evacuate all the 


patients in a hospital. It is also. 


unlikely that firemen would know 
which patients need assistance and 
which patients can leave under 
their own power. For these reasons, 
every staff member would probably 
be needed if complete evacuation 
became necessary. If there is a 
nurses’ residence near the hospital, 
alarms should be designed to regis- 
ter in such residences and off-duty 
nurses should be required to re- 
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spond immediately to such alarms 
to assist in evacuating patients. 

The location and use of fire ex- 
tinguishers, standpipe hose and 
other firefighting units should be 
common knowledge to every mem- 
ber of the hospital staff. Any or- 
ganizational program should in- 
clude training and refresher courses 
in the use of this equipment. It 
should never be taken for granted 
that employees know how to use 
this equipment. When an extin- 
guisher is needed, it is needed in 
a hurry and the skillful use of its 
contents may make the difference 
between a small blaze and a dis- 
astrous fire. Most extinguishers of 
the hand type are emptied in less 
than 60 seconds which leaves no 
time for ineptness! 

In training employees in the 
use of firefighting equipment they 
should never be left with the im- 
pression that because of this train- 
ing there is no need to call the 
fire department in the event of 
even the smallest fire. As previous- 
ly mentioned, no employée has 
the privilege of self-determination 
when it comes to a fire in a hos- 


pital. The margin for error is never 


sufficient for the risk involved. ® 


Sense, or jabberwocky? 


(Continued from page 36) 


services; and those provided by 
personnel working “alongside of, 
beside, at the side of,’ the phy- 
sician—paraphysician services. 
Paraphysician services is further 
separable into nursing services and 
specialty paraphysician services 
(technicians, therapists, and so on). 

The division of paramedical serv- 
ices into specialty, operative (plant 
and business), and administrative 
categories seems natural: opera- 
tive and administrative need no 
explanatory comment. But special- 
ty paramedical services probably 
requires some elaboration. A few 
specific examples will suffice. A 
supervisory nurse may be perform- 
ing paraphysician services (med- 
ical) when taking care of a patient, 
and at another time be occupied 
with administrative services (para- 
medical) when drawing up sched- 
ules for other nurses. Similarly, 
consider the case of a dietitian: 
planning a special diet for a pa- 
tient is a paraphysician service; 


planning general diets for hospital 
personnel and patients on a normal 
diet is a specialty paramedical 
service. This category of specialty 
paramedical services also encom- 
passes such types of personnel as 
vocational counsellors in rehabili- 
tation centers, personnel whose 
basic jobs are not medical. 

The classification characteristic, 
personnel and the jobs they do, 
provides the definitive element that 
takes us through all the ensuing © 
levels of medical and paramedical 
services. To finish this system of 
services we must place all person- 
nel in patient centers in their ap- . 
propriate categories and then write 
the definitions for those categories. 
With such definitions in mind we 
will be able to achieve our goal of 
writing specific definitions for hos- 
pitals and other patient centers. 


. WITH REST 


Let us pause here. Definitions 
for these services and patient cen- 
ters will follow shortly as a sequel 
to this paper. As important as those 
definitions. may prove to be, we 
must first assure ourselves that the 
foundation on which they rest is 
secure. The detail of specifics may 
too easily entice us off firm founda- 
tions and into “thin air”. We must 
familiarize ourselves through care- 
ful analysis and criticism with the 
system on which we have chosen 
to build. 

Throughout recorded civilization 
no progress has been made without 
systematized knowledge. In the 
patient-center field our knowledge 
will never be of full value until 
it is ordered into systems or pat- 
terns. 

Sense? Or confusion? The choice | 
is ours. a 


REFERENCES 


1. Bernhard, F. Definition of “Hospital” 
and ‘“Physician’’. The Insurance Law 
Journal, Anril 1954, 375:251. 

2. Rules and Regulations for- Hospitals and 
Related Institutions. Iowa State Depart- 
ment of Health Division of Hospital 
Services, 1954, p. 7 


Hospital association meetings 
(Continued from page 6) 


Medical Record Library Personnel —— 
November 11-15; Boston (Sheraton- 
Plaza Hotel) 

Operating Problems fer Small Hospitals 
—November 14-15; Saskatoon, Can- 
ada (Bessborough Hotel) 

Seventh Hospital Institute —- November 
18-22; Honolulu, Hawaii (Princess 
Kaiulani) 

Hospital Safety Seminar—November | 8- 
22; Chicago (Congress Hotel) 
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PRO RE NATA 


JOHN H. HAYES 


Pat Pending tells me that he has 
a new idea which will absolutely 
prevent operating room explosions. 
He suggests having the patient’s 
head outside the window of the 
operating room, in the fresh air, 
and the anesthetic piped down 
from the floor above. 

I sometimes think that we 
haven’t really increased our life 
span. We just think we are living 
more years because as we get older 
our birthdays come along much 
faster. 


The other day I greeted an old 
friend whom I had not seen in 
some time and said, “And how is 


DECEASED 


SHROUDPAC, the time-saving procedure for easier, cleaner, 
faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC-. 
stores compactly in a handy six-unit dispenser. 

For further information and samples, contact your SHROUD- 


PAC distributor. (See below). 


SHROUDPAC CONTAINS 
these necessary items: PLASTIC 
SHROUD SHEET (Adult Size or Child 
Size) e CHIN STRAP e THREE UNIFORM 
IDENT. TAGS e TWO CELLULOSE PADS 
e FIVE TIES. 


Each SHROUDPAC comes in a poly- 
_ ethylene bag designed to hold the 


THE COMPLETE 
PACKAGE FOR 
HANDLING THE 


the little woman?” He said, ‘“‘She’s 
down at the Slenderella Salon get- 
ting a treatment.” | 

Don’t let the fear of being called 

old fashioned deter you from doing 
what you think is right. 


MorRE HOSPITAL NURSERY RHYMES 


Nurse be nimble; nurse be quick. 
You have to be when you care for 
the sick. 


Peter, Peter, pumpkin eater, 


-His wife was sick, he couldn’t keep 


her. 
Although at first she did rebel, 
The hospital soon made her quite 
well. 


Wee Willie Winkie runs through 
the town. 

He got out of bed in a hospital 
gown. 

He’s not in the building, and no- 
where in the block, 

And everyone is worried, for it’s 
now one o'clock. 


Little Miss Muffet sat on a tuffet 
Eating canned curds and whey. 


uss BED 


for Comfort and Economy 


@ Flat coil spring of Swedish steel; cadmium plated for 


Her mother then spied her, 4 
Botulism inside her. 
An ambulance took her away. 


Ride a cock horse to visit Blue 
Cross 

To see what people can buy: 

A freedom from care, and when 
ill, a place where 

Paying bills is as easy as pie. 
 ® 

Unfortunately some people are 
not really ‘‘discharged”’ from hos- 
pitals. They are merely “laid off’ 
until their next sickness or recur- 
rence. 

You do not hear men referred 
to as efficiency engineers any more. 
They are now called management 
consultants. 

Efficiency engineers usually did 
not get along well with people, 
perhaps because their title seemed 
to imply that those they were try- 
ing to help were inefficient. 

One of the nice things about be- 
ing a hospital consultant is the 
contact with people who are sin- 
cerely interested in trying to do 
a better job. 


corrosion and rust resistance. Unexcelled for comfort— 
gives uniform support to entire mattress area. 

@ Head end available in choice of decorator’s colors, solid 
colors, carnival patterns, and woodgrained formica 
finishes. Edge of head board is protected with plastic. 

@ “L” frame holds mattress securely in position. Legs are 
sturdy steel tubes having large 244” glides. 


For particulars 
and price write 
for Bulletin 1042 


personal belongings ofthe deceased. 


FICHENLAUB 


Contract Furniture 


3501 BUTLER ST., PITTSBURGH T, PA. 
ESTABUSHED 1873 


PATTON HALL Inc 2265 W. ST. PAUL AVE. 
CHICAGO 47, ILLINOIS 
SHROUDPAC is available through: A. S. Aloe Co.; American Hospital 
Supply Corp.; E. F. Mahady Co.; Meinecke & Co., Inc.; Physicians and 
Supply Co., Ine.; Will Ross, Inec.; In Canada: Ingram & E-12 
ell, 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3—Wanted; 4 — For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 
change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
paie plans of action in case of fire, flood, 
natural] disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


EXECUTIVE HOUSEKEEPER: 300 bed 
general hospital, Michigan. Experienced in 
supervision and employee training. Imme- 
diate opening. Salary open, dependent upon 
exprrience and qualifications. Address 
HOSPITALS, Box H-52. 


LIBRARIAN, MEDICAL RECORD—Regis- 
tered. To assume charge of record room. 
135 bed general hospital, 40 hours—salary 
open. Contact Miss G. A. Cooper, Woman’s 
Hospital, Cleveland, Ohio. 


Need two trained NURSE ANESTHETISTS 
to work for a group of Anesthesiologists in 
Northern Kentucky. Write or call for com- 
plete detailed printed information. Salary 
is more than $75.00 above national average. 
Anesthesia Associates, 301 E. 3rd Street, 
Newport, Ky., AX 1-6545. 


MEDICAL, CLINICAL NURSING IN- 
STRUCTOR: In _ 5ll-bed hospital with 
School of Nursing of 200 students. Fine 
facilities and .work atmosphere. Prefer 
Bachelors degree or some work on it, plus 
nursing and teaching experience. Matu- 
rity. Attractive salary and working con- 
ditions. In Northeast Ohio city with 
educational, recreational, industrial and 
agricultural primary interests. Write Di- 
rector of Personnel, Aultman Hospital, 
Canton, Ohio. 


REGISTERED MEDICAL RECORD LI- 
BRARIAN to head department in new 
teaching hospital. Located in midwest col- 
lege town. 200 beds at present but with 
facilities to expand to over 400 beds. In 
reply state training, experience. and sal- 
ary desired. Address HOSPITALS, Box 


ADMINISTRATOR: 60 bed In-Patient and 
large Out-Patient (1,000 visits a month) 
special children’s hospital for chronic ill- 
resses. Applicant must have a degree in 
Hospital Administration together with ex- 
perience in administration. Salary open. 
Address HOSPITALS, Box H-56. 


SURGICAL, CLINICAL NURSING IN- 
STRUCTOR: In _  5l1l1-bed hospital with 
School of Nursing of 200 students. Fine 
facilities and work atmosphere. Prefer 
Bachelors degree or some work on it, plus 
nursing and teaching experience. Matu- 
rity. Attractive salary and working con- 
ditions. In Northeast Ohio city with edu- 
cational, recreational, industrial and agri- 
cultural primary interests. Write Director 
Aultman Hospital, Canton, 
io. 
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DIRECTOR — NURSING SERVICE AND 
EDUCATION: 300 bed general hospital, 
with 150-student school of nursing, and 
expansion program in progress, needs Di- 
rector of Nursing to be responsible for 
Nursing Service and School of Nursing. 
Applicants should be in excellent health, 
between approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest’s foremost 
institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 
rector, Milwaukee Hospital, 2200 West 
Kilbourn Avenue, Milwaukee 3, Wisconsin. 


LIBRARIAN, MEDICAL RECORD, REGIS- 
TERED, to assume charge of record room, 
85 bed hospital. Good policies, salary open. 
Contact Administrator, Kalispell General 
Hospital, Kalispell, Montana. 


CHIEF MEDICAL RECORD LIBRARIAN, 
For 140 general hospital. 35 miles from 
New York City. Expansion program under- 
way. Excellent personnel policies. Apply 
Director, Middlesex General Hospital, New 
Brunswick, New Jersey. 


ASSISTANT PHARMACIST: 156 bed gen- 
eral hospital, located in north shore resi- 
dential suburb of Chicago. Building pro- 
gram underway. 40 hour week. Good sal- 
ary. Paid vacation. Apply Personnel Office, 
Highland Park Hospital, 718 Glenview 
Avenue, Highland Park, Illinois. 


DIRECTOR OF NURSES: 132 bed JCAH 
approved general hospital and school of 
nursing. New school and dormitory facility 
is in planning stage. Hospital was new in 
1953. Bachelor’s degree required, master’s 
desirable. Salary commensurate with de- 
gree and experience. Excellent personnel 
policies, social security and retirement 
p’ogram. Attractive college town of 24,000 
population. Apply Administrator, Passa- 
vant Memorial Area Hospital, Jacksonville, 
Illinois. 


Two REGISTERED NURSE ANESTHET- 
ISTS for 86 bed general hospitai. Good 
working conditions and good personnel 
policies. Salary open. Write, phone, or 
wire: Casper F. Paulson, Administrator, 
Columbia Hospital, 16th at Franklin Street, 
Astoria, Oregon. 


NURSE ANESTHETIST: For 275 bed, uni- 
versity affiliated teaching hospital, located 
Chicago near-north side on Lake-front 
campus of Northwestern University. Start- 
ing salary $420 month, 3 weeks paid vaca- 
tion and 50% tuition reduction on courses 
at the University. $3,500,000 expansion pro- 
gram. Modern, attractively furnished 1» 

to 314 room apartments rented at cost for 
single or married. Most progressive benefit 
program in the field. Apply Personnel Re- 
lations Department, Passavant Memorial 
Hospital, 303 E. Superior St., Chicago 11, 
Illinois. 


MEDICAL RECORD .COUNSELING: Well 
qualified to reorganize department and 
install time saving methods. Complete in- 
formation on requirements of Joint Com- 
mission on Accreditation. Address HOS- 
PITALS, Box H-60. : 


OUR 61st YEAR 


WooDWARD 


/ 
Rirtonnal Bureau 
FORMERLY ATNOES 
1BS N.WABAGH AVE. 
CHICAGO e 
®ANN WOODWARD 


ADMINISTRATORS: (a) Med dir w/adm 
exper & executive ability: 565 bd hosp, 
JCAH, tehg; $12-15,050; coll twn, E. (b) 
Med: med schl affiliated 325 bd hosp; 
$16,000: MW. (c) Med; 3 units, 300 bds; 
$12,000; if qual, also serve as county phy, 
$15,000; on (d) Fully apprv’d univ affil 
hosp: $18-20,00) for oustanding adm w/ 
ACHA affiliation: Calif. (e) 500 bd hosp 
expand’g to 700; emphasis -on fiscal affairs; 
work under Hosp Dir; requires adm exper 
and educ equal to coll degree; MW. (f) 
Assistant; very large tchg hosp; requires 
MHA; $7,000; E 


ALFRED E. RILEY 
MEDICAL EMPLOYMENT SERVICE 


59 East Madison Street, Chicago, Illinois 
-ANdover 3-5663 


Alfred E. Riley, R.N., MSHA, Director 


An organization offering personal and in- 
dividualized employment counseling and 
placement service. 

Conscientious and discriminating attention 
is given to all individuals and hospitals 
served by our organization. You can nego- 
tiate confidentially with confidence. 


Positions are available on all levels from 
beginners to executives for: 

Physicians, Administrators, Executive Hos- 
pital Personnel, Medical Record Librarians, 
Laboratory and X-Ray Technicians, An- 
esthetists, Dietitians, Nurses: Directors, 
Instructors, Supervisors, Head, and Staff. 
Write us today regarding these interesting 
positions. Our negotiations are ethical and 
confidential. 


_ THE MEDICAL BUREAU 
M. Burneice Larson—Director 


900 North Michigan Ave. 


Chicago 11, Illinois 


To physicians, hospital 
nursing executives and others in the hes- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ng countries outside continental United 
States. Please note our descriptions of op- 
portunities in the first issue of each month 
Write us for further 
etails 


MARY A. JOHNSON ASSOCIATES 
AGENCY 


1] West 42 Street New York 36, N.Y. 


Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in 
selection. Candidates know that their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific available positions. Since 
it is our policy to make every effort to 
select the best candidate for the position 
and the best job for the candidates. we 
refer to keep our listings strictly con- 
dential. 

We do have many interesting openings 
for Administrators, Physicians. Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


HOSPITAL PERSONNEL BUREAU 
220 E. Lexington St., 
Baltimore 2, Maryland 


Administrators, Physicians, Nurses, Tech- 
nicians, Dietitians, Librarians, and other 
categories. Mail resume, photo. No regis- 
tration fee. Mr. Cotter, ‘Licensed Employ- 
ment Agent. LE 9-5029. Res. RI 7-3356. 
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Me OPEN 


EDUCATIONAL DIRECTOR: for accred- 
ited: diploma school of nursing; 270 beds 
moder.i,~ accredited, general hospital and 
t-aching institution for interns, residents, 
x-ray and laboratory technicians. School 
i ffitiation with Oberlin College and Metro- 
' poi.tan City Hospital for specialties. Rap- 
id y expanding community near universi- 
ties. Excellent pe:sonnel policies. Salary 
commensulate to degree and experience. 
Write Director of Nursing, Elyria Memo- 
rial Hospital, Elyria, Ohio. 


DIRECTOR OF NURSES: 80 bed general 
hospital fully accredited by the Joint Com- 
mission on Accreditation of Hospitals. Sal- 
ary open. Excellent personnel policies and 
employees benefits. Experience and. de- 
pad preferred. Address HOSPITALS, Box 


Pekin Public Hospital, Pekin, Illinois is 
desirous of obtaining applications from 
ae administrators for appointment 
eptember 1, 1957. Write: Mr. Paul T. 
Chairman, Personnel Commit- 
ee. 


ASSISTANT DIETITIAN: 375 bed general 
hospital. Duties involve therapeutic diet 
planning, patient contact and general su- 
pervision. Salary open. Full employee 
benefits. Apply: Director of Personnel, 
Blodgett Memorial Hospital, Grand Rapids, 
Michigan. 


MEDICAL-SURGICAL SUPERVISOR— 


7 a.m. to 3 p.m. 327 bed, modern medical 
center in midwest; completely air-condi- 
tioned; good personnel policies and salary. 
Please give educational and professional 
background in first letter. Apply HOSPI- 
TALS, Box H-62, 18 East Division Street, 
Chicago 10, Illinois. 


Classified advertising keeps 
many businesses in opera- 
tion. It’s the lowest cost 
method of advertising avail- 
able. It can serve your hos- 


pital too. 


Here is the audience for 
your advertisement . . . 
HOSPITALS subscribers 
include more than 9,000 
hospitals and administra- 
1,800 department 
heads, 700 governing board 
members and 1,200 public 
health organizations, phy- 
sicians and nurses in addi- 
tion to approximately 4,500 


tors, 


others. 


Need help? Want to 
change positions? Have old 
equipment for sale? Offer- 
ing a course of instruction? 
Then it will pay you to use 


the classifieds. 


Outstanding opportunities for qualified 
SUPERVISORS in OBSTETRIC and PS 
CHIATRY and CLINICAL SUPERVISORS. 
400 bed hospital, approved Intern-Resident 
program; school of nursing accredited. Ex- 
cellent beginning salary, pension plan, 
group life insurance, four weeks vacation, 
apply Personnel Director-Christ Hospital, 
Cincinnati, Ohio. 


GRADUATE NURSES, NURSE ANESTH- 
LAB. TECH., X-RAY TECH., OR 


MED. 

COMBINATION ADMITTING CLERK- 
BKPR-SECRETARY. Top salaries outside 
Federal hospitals, 40-hr. wk., progressive 
personnel policies. New Hosp. opened Jan., 
1957. Rocky Mtn. region, 25-min. drive to 
mtn. scenery, fishing, hunting, picnic 
grounds, not far from Natl. park. Address: 
HOSPITALS, Box H-57 


THERAPEUTIC DIETITIAN, MEDICAL 
RECORDS LIBRARIAN, CHIEF PHYSI- 
CAL THERAPIST needed immediately. 
Salary open, ideal working conditions, ul- 
tra modern 220 bed hospital, beautiful 
location. Dept’s must be seen to be appre- 
ciated. Contact H. H. Hill, Administrator. 
Weld County General Hospital, Greeley, 
Colorado. 


POSITIONS WANTED 


CHIEF PHARMACIST with large military 
hospital desires position Ohio Vicinity. 
Service release 1 September. Lt. Hipple, 
40la Gillmore, San Antonio, Texas 


ANESTHETIST: Over 16 years experience. 
Western Reserve graduate, refresher course 
University Hospital of Minnesota. Gives all 
types anesthetics. Address HOSPITALS, 
Box H-53. 


ADMINISTRATOR: 9 years, 250 bed gen- 
eral hospital. Chief accountant, adminis- 
trative assistant, 4 years assistant. Experi- 
ence includes equipping. staffing 
new hospital, NACH Address HOS- 
PITALS, Box H-1l4. 


Asking... 


description. 


of the Journal, 


these 


Yours for the 


118 numbered pages of 
this June 16th issue of HOSPITALS 
contain important messages from 
48 advertisers. Each of these mes- 
sages is an invitation for you to 
write for further information. Some 
furnish a coupon, others a brief 
mention of a catalog or p oduct 


To get the most out of this issue 
we encourage you 
to ask for further information from 
reliable companies. 
help is yours for the asking. 
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turns TV set on or off, 
contrast. 


QUIET HOSPITAL TELEVISION 


Ideal 
AUXILIARY 


or Gift Shop 


Project 


CUSTOM DESIGNED FOR HOSPITALS 


purchase plans. 


The set is a 14” RCA, custom-designed for institutions, 115 volt, 
AC, power transformer, aluminized picture tube, safety glass, UL Commer- 
cial power cord. The exclusive ROLEE ALL-CHANNEL REMOTE .CONTROL 
selects channels, regulates volume, fine tuning, and 
Hi-Fidelity Remote Speaker only (TV speaker disconnected). 


TV Sets available with or without remote-controls 
and speakers; TV Stands available for 14”, 17”, 
and 21” TV Sets. Write for brochure on rental and 


60 cycle, 


(Patents Pending) 


ROLEE HOSPITAL TELEVISION, INC. 


2720 Oak Lawn Avenue ¢ Dallas, Texas 
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attend the 59th annual convention of the 


AMERICAN HOSPITAL ASSOCIATION 
and the 10th annual conference of HOSPITAL AUXILIARIES 


CONVENTION HALL, ATLANTIC CITY, N. J. 


SEPTEMBER 30-OCTOBER 3, 1957 


HOSPITALS, J.A.H.A. 
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This new bottle 
is tailored 
to fit your needs 


From its unique label with numerals printed 
in the ‘‘working’’ position, to the functional 
non-slip thumb and finger grips... here’s a 
solution bottle that goes all out to contribute 
the utmost in hospital efficiency and economy. 


Labels and bottles are cross-calibrated for easy 
reading of fluid levels... larger bottles are marked 
at 100 cc. intervals, while the special pediatric sizes © 
are calibrated in 10 cc. measurements. Designed 
with the user in mind, to save valuable hospital time 
... to offer the most in “‘in-use’’ application. 


— another example of pioneering parenterals and service 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PROOUCTS DIVISION GENERAL OFFICES © EVANSTON, I8LLINGES 
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University “icrofilms 
313 North First Street 
Ann Arbor, Mich. 


RITAL. 


ultrashort-acting intravenous anestheti 


Surgical patients 


ction to smooth, uneventful awakening, patients of all ages are more comfortable 
weve tee Nausea, vomiting, or excitement. 


SURITAL assures a readily COm 
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Information on SURITAL sodium (thiamylal | 
st , is available on request. 
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